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AMERICA’S GROWING HEROIN EPIDEMIC 


TUESDAY, JULY 28, 2015 

House of Representatives 

Subcommittee on Crime, Terrorism, 
Homeland Security, and Investigations 

Committee on the Judiciary 

Washington, DC. 


The Subcommittee met, pursuant to call, at 10:06 a.m., in room 
2141, Rayburn Office Building, the Honorable F. James Sensen- 
brenner, Jr. (Chairman of the Subcommittee) presiding. 

Present: Representatives Sensenbrenner, Goodlatte, Gohmert, 
Chabot, Forbes, Poe, Gowdy, Labrador, Buck, Bishop, and Chu. 

Staff present: (Majority) Allison Halataei, Parliamentarian & 
General Counsel; Robert Parmiter, Counsel; Scott Johnson, Clerk; 
(Minority) Joe Graupensperger, Counsel; Kurt May, Counsel; Tif- 
fany Joslyn, Counsel; and Veronica Eligan, Professional Staff Mem- 
ber. 

Mr. Sensenbrenner. The Subcommittee will be in order. With- 
out objection, the Chair will be authorized to declare recesses this 
morning at any time. 

We welcome our witnesses today. 

Our Nation faces a profound challenge with a growing heroin epi- 
demic. Last year the number of heroin-related deaths in Milwaukee 
County, Wisconsin, which includes part of my district, grew by a 
shocking 72 percent, while Superior in Northwestern Wisconsin 
suffered six overdoses in 6 days this past February. Clearly, this 
is a problem that does not discriminate by race or class and tran- 
scends geography. 

Earlier this year, the White House Office of National Drug Con- 
trol Policy released the 2013 Drug Overdose Mortality Data from 
the Centers for Disease Control and Prevention. The data shows 
that while drug deaths related to prescription opioids has remained 
stable since 2012, the mortality rate associated with heroin in- 
creased by 39 percent, by more than triple the levels in 2012. That 
represents the third year in a row that the number of heroin 
deaths has increased nationwide. 

This past weekend the Washington Post reported the tragic story 
of a family in Maine that lost a child in nearly a second to heroin 
laced with phenotil, an opioid analgesic 80 to 100 times more pow- 
erful than morphine. Heroin cut with phenotil has been responsible 
for a rash of overdoses and deaths across the country. Shockingly, 
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the fact that a particular batch of heroin has killed someone is 
often what attracts addicts to it because they know it will deliver 
an extremely potent high. 

It is obvious, then, that the solution to this problem must involve 
appropriate access to treatment, as well as enforcement. That is 
why earlier this year I introduced H.R. 953, the Comprehensive 
Addiction and Recovery Act of 2015. This legislation would take a 
number of important steps to combat the heroin epidemic. 

For example, the bill addresses the link between prescription 
opioids and heroin by requiring the Department of Health and 
Human Services to convene a task force to develop best practices 
for pain management and prescribing prescription drugs and share 
those with the appropriate authorities. The legislation also author- 
izes grants that provide for alternatives to incarceration for vet- 
erans, as well as those individuals with a substance use disorder, 
mental illness, or both. And finally, it would give priority to award- 
ing grants to those states that provide civil liability protection for 
first responders, health professionals and family members adminis- 
trating naloxone to counteract opioid overdoses. 

I also have introduced a bipartisan criminal justice reform act, 
the Safe Justice Act. This legislation promotes drug and substance 
abuse treatment programs over harsher sentences. We know that 
approximately 60 percent of prisoners have substance and addic- 
tion disorders, yet only 11 percent receive treatment. It is no won- 
der why recidivism rates are as high as they are. This is not a cri- 
sis we can simply incarcerate ourselves out of. 

The bill would authorize the use of medication-assisted treat- 
ment for the treatment of heroin and opioid dependence in the Bu- 
reau of Prisons, residential substance abuse treatment programs. 

Finally, the Safe Justice Act would offer training to Federal law 
enforcement officials to help them better identify and respond to in- 
dividuals with drug and substance abuse issues. I look forward to 
hearing from the witnesses today about additional approaches to 
curb this epidemic. 

At this time, I would like to yield to the gentlewomen from Cali- 
fornia, who is the Ranking Member pro tern of this Subcommittee 
today, Ms. Chu. 

Ms. Chu. Thank you, Mr. Chair. 

Today’s hearing concerns finding the best means to respond to 
the increasing use of heroin in this country, which is tragically 
proving to be more deadly than in the past. Despite the heroic ef- 
forts of our Federal law enforcement and the DEA, the volume of 
heroin coming into this country continues to rise. Every year brings 
new records in the amounts of drugs seized at our border by inter- 
diction programs. From 2008 to 2012, the DEA noticed a 232 per- 
cent increase in heroin seizures along America’s Southwest border. 

The rate of state and local law enforcement seizures of heroin 
continue to rise as well. Still, the current level of heroin use indi- 
cates that the substance is widely available. It is now cheaper to 
acquire, and it has no geographical boundaries. 

Over 600,000 Americans use heroin, to compound the health risk 
that this poses. The heroin sold today is more potent and deadlier 
than ever before. Deaths due to overdose have risen significantly 
in the last several years. In the last reported year of 2013, 8,257 
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people died from a heroin overdose. An additional 16,235 died from 
opioids. 

Heroin overdoses in the U.S. have nearly tripled between the 
years of 2010 and 2013, according to the CDC. Deaths due to her- 
oin overdose now exceed traffic accident deaths in the U.S. 

It is time that we acknowledge the fact that we are dealing with 
a public health care crisis driven by strong demand for opioid 
drugs. 

Where did this great demand come from? Most experts agree 
that prior to increased use of heroin, millions of Americans became 
addicted to opioid prescription drugs. The correlation is so strong 
that experts believe that 80 percent of current heroin users began 
as abusers of prescription pain killers. To complete this perfect 
storm, the price of heroin has fallen to new lows, $5 to $10 per day. 
In comparison, prescription opioids cost about $80 per day. 

For those already addicted to an opioid prescription drug, heroin 
becomes an attractive option. In response, many states are imple- 
menting drug treatment programs for those addicted to both pre- 
scription drugs and heroin. State reactions include revisiting older 
forms of treatment such as methadone maintenance, and new ap- 
proaches including programs for better oversight of prescription 
medications. 

Many police departments across the country are employing the 
use of the drug naloxone, an antidote to heroin overdose to reduce 
deaths. There are now hundreds of police departments in 29 states 
that stock and administer naloxone. Naloxone administered by po- 
lice is now credited with saving the lives of over 10,000 Americans 
since 1996. Police departments are also working with prosecutors’ 
offices across the country to create programs to divert users to 
treatment facilities rather than courts, detention facilities, and 
prisons. This effort supports a more permanent solution to the 
health crisis we face. It reduces crime rates and the expenses of in- 
carceration, while allowing courts and police departments to allo- 
cate resources in a manner best suited to protecting our citizens. 

As we consider proposals to address the increased use of heroin, 
we would do well to consider the lessons of prior responses to drug 
abuse. An incarceration-forced approach has not solved this public 
health crisis. Our focus should be to eliminate impediments to de- 
livering substance abuse treatment to those in need, reduce the 
harms posed by heroin, and educate our citizens to prevent sub- 
stance addictions. 

I look forward to the discussion of this problem and the best 
ways that government can help address it. I would like to submit 
for the record a letter from the Drug Policy Alliance. 

Mr. Sensenbrenner. Without objection, the record will be so em- 
bellished. 

[The information referred to follows:] 
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Jul> 2*. 2015 


Tlic Honorable Jim Scnscnbrcnncr 
Chairman 

House Judiciary Committee 

Subcomminoc on Chnic. Terrunsm. Homeland Secuniy.and Investigations 
United States House of Representatives 
Washington. D C 20.^15 

The I lonorabtc Shelia Jackson Lee 

Ranking Member 

House Judiciary Committee 

Subcommittee on Cnmc, Terronsm. Homeland Security, and inv csdgaiions 
United States House of Ruprescnlativ cs 
Washington. DC- 20515 

Dear Chairman Scnscnbrcnncr and Ranking Member Jackson^Lcc 

The Drug Policy Alliance appreciates the opportunity to provide this letter fur ihe 
rccord of toda>’'s hearing. America's Growing Heroin Epidemic.*' 

Heroin use and overdose have surged in recent years, and its prevalence has 
ballooned beyond urban centers into suburban and rural areas However, attention 
that IS being given today by the media and lawmakers to heroin use and overdose has 
illuminaied a dccade.s old crisis Until rcccnUy . (^loid analgesics • a class of 
pmscription drugs such xs hydrocodone (Vtcodin^^), oxycodone iOxyContin'^) and 
methadone used to treat both acute and chronic parn > was fueling much of the 
notion's overdose epidemic 

Pnor to the 1990$. opioid analgesics were presenbed primarily in hospital settings to 
treat acute pain ' Beginning in the early liowevcr. healdi practitioners 
increasingly favored treating chronic pam w ith opioid analgesics. This shit\ was on 
important advancement m pain management, but the change m opioid prescribing 
habits came without careful anentioii to misuse and overdose nsk. 

As long-term prescribing of opioid analgesics for porn became more common, a 
greater proportion of opioid patients became substance dependent and at higher nsk 
ofexponcncing on opioid overdose 'These conditions coninbuted to a dramatic nse 
in opioid overdose fatalities.^ 

By 2(Hl7. the CDC mported dial opioid analgesics had displaced 5tn»t drugs as the 
leading cause of overdose death ' By 2(H)V. drug overdose deatlis outnumbered deaths 
due to motor vehicle crashes for the first time More than 35.(KHl people died from an 
accidental drug overdose m 2013. the most recent data avariablc from the CDC ** 
Opioids — both in the form of prcscnption opioid analgesics and heroin — were 
involved m most of these deaths The 20 1 3 figure is nearly double the number of 
accidental drug overdoses in 2003' and more than three times the number of 
accidental drug overdoses in 2000 " Today, urban centers continue to struggle as ritey 
have for decodes vv ith overdose However, rural and suburban regions have been 
disproportionately offbetedby opioid-related overdoses.^ 
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Interdiction 

rcdoral and state lawmakers ha\c responded to mounting unsanctioned opioid um. 
dependence and o\erdose by focusing on supplv'side policies intended to reduce 
diversion of opioid analgesics and other pmsciiption drugs from lawful sources Most 
states have passed laws implementing the use of prescription drug monitoring 
programs (PDMPs) asa tool to monitor prcscnption sales of controlled substances * 

As a health promotion tool. PDMPs enable physicians and pharmacists to review a 
patient's medication history pnorto writing a prescription, which can help a 
physician a>oid medication errors or identify a patient with a pattern of unsanctioncd 
use However, law onforcemem arc alsogiNcn varying levels of authority in each 
Slate to monitor PDMPs and launch iinesugations against health practitioners and 
patients based upon evidence that m a law enforcement agency ‘s view . a physician is 
w riting too many prescriptions for opioid analgesics, or a patient Is engaging in 
"doctor shopping.” 

Prescribing practices by physicians who specialize in pain management and treat 
patients with chronic pain aa* oden scrutinized by law enforcement for running "pill 
mills '* In turn, law enforcement agencies routinely use POMP sourced data to raid 
and shut down clinics that treat chronic pain patients and prosecute physicians for 
"overpresenbing" as well as patients tor doctor shopping PDMPs enjoy brood 
institutional support, and federal funding.^' despite undcr>\beimiiig evidence tliat they 
have any impact on overdose rates or uiisancuoncd use of opioid analgesics 

Moraover, federal survey data indicates that the vast majority of people engaged in 
unsanctioncd use of presenption drugs acv not obtaining iliem from a physician or 
from engaging in doctor shopping. 53 percent of people who engaged in 
unsanctioncd use of piescnption drugs in the past year obtained them for free from 
friends and family. 15 percent bought or took them from a friend or relative " 

Supply 'Side strategies do not address the underlying behavioral and physical health 
needs of people expenenemg opioid dependence Tragically, heavy emphasis on 
suppIV'Side strategies can madvencntly worsen drug misuse in a community if 
demand-side strategies are not given equal emphasis Case in point, as law 
enforcement agencies and lawmakers have stepped up restnctions on opioid 
analgesic prescribing, evidence suggests that opioid'dependent people who can no 
longer affoid or find diverted medication on the lilieil market ora health practitioner 
willing to presenbe it. are switching to heroin.'^ 

From a public health and safety standpoint, heroin use is much riskier than 
unsanctioncd opioid medication use ' ' Whenras phamiacctiticai opioids generally 
deliver a reliable and stable dose, people who turn to the illicit market to obtain and 
use heroin face a greater overdose nsk .''* 

Beginning in 2010. heroin overdose fatalities began increasing rapidly across the 
country w hile lata) o\ erdoscs involving opioid analgesics began to level off and even 
declined slightly between 2U1 1 and 2013.'^ Fatalities from heroin overdose nearly 
tripled from 2010 to 20 1 3 Evidence indtcaics that a grow mg number of individuals 
who have been using opioid analgesics arc substituting heroin, and that dependence 
on opioid analgesic medications is a strong nsk factor for heroin dependence.'^ 
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La>v entbrccntcni agencies should not bccmpo\surcd to decide »benaph\sician has 
prescribed too much or a patient Is being presenbed too man> Too often the 
assumption i$ made that a physician is prescribing too much pain medication, an 
assumption that is often fostered by law enforcement officials and echoed b> 
lawmakers Prosecuting presenbers believed to be overprcscnbiog certoui 
medications can lead to stigma against patients using those medications, as well as 
reduced access to certain medications that physicians inav be reluctant to prescribe 
out of fear of law enforcement investigation 

Pam remains one of the most scveivh undeilreatcd conditions tn the U S. today . \s 
the general population in the United States trends older.- ' and more people are 
surviving illnesses and undergoing surgical operations, demand for prescription 
opioid analgesics w ill likelv increase 

Federal and state officials itavc focused resources on diversion and policing physician 
prescribing practices with po<ir results Opioid use and overdose rates liavc surged 
across the notion despite supply-side efforts. In fact, the focus on diversion lias likelv 
contnbiitcd to Ibis recent surge. In addition, mdrviduois with unmet overdose 
prev ention and treatment needs arc also not being surv cd or proL'ctcd bv supply-side 
strategies 

It is this example that underscores the cntical need to turn the nation's discussion 
about prescription diversion uuo policies that place much greater emphasis on 
strategies that more cfRxrtivcIv target demand for drug use. enhance and facilitate 
treatment access, and prevent overdose fatalities. The fedctal government sidl 
focuses the vast majontv of its drug-rvlatcd spending on interdiction, enforcement 
and incarccralion. Billions ofdoltars arc wasted each year on supply-side programs 
that lock mal ovcisij^t Shitbng resources from interdiction and incaivciution to 
treatment and public health program funding would save more lives and realize 
substantial savings roria\pa>crs 


Prevention 

In recent years, the opioid prescribing patterns of phv sicians have faced greater 
scnitinv from law enforcement However, little attention has been given to the dutv 
that health praclUioncni have to educate their patients about opioid overdose nsk 
Phv sicians should be informing patients about proper dosing and overdose nsk and 
proscribing naloxone to patients who arc taking opioid analgesics 

Naloxone (Naman) is a low -cost medication available by prcscnption and ($ the first 
line of treatment for paramedics and emergency room phv siciaus who encounter an 
opioid overdose victim ~ Naio.xone takes as little os two minutes to start working, 
and provides additional time to obtain necessary medical assistance during an 
overdose.^ Hvidcncc suggest that prompt odministnilion of naio.xone and provision 
of emergenev care bv a bystander can reduce health eomplicaiions and attendant 
health core costs to govemment and pnvatc insurers ^ 

However, naloxone's status as a prcscnption drug is a key bamcr to broader 
naloxone access in the United States ^ In an cffoil to improve the utilization of 
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naloxone, more than 35 states have passed la>\s to shield hcalthcan: practitioners and 
laypersons from ci> il and criminal liabilih for prescribing or administering this 
medication ^ The Committee should advance federal legislation that provides a 
national floor of coil liabilitv protections for prasenbers and laypersons \\ho 
administer naloxone m the event of an overdose emergenev 

(iinxi Somarttan immimity 

Witnesses to an overdose ot^cn hesitate to call for help or, in some eases. simpl> 
don't make (he call. The most common reason people ale for not calling ^11 is fear 
of police involv ement and legal consequences A kev w^' to encourage overdose 
witnesses to seek medical help is to exempt them from anvsi and prosecution Good 
Samaritan immunitv laws tvpicallv protect onlv the caller and overdose viaim from 
arrest and prosecution for simple drug passcssion, possession of paraphernalia, and 
being under ihe mlliicnce Such legislation does not protca people from arrest for 
otIicrofTcnses Twenty five states and the District of Columbia have passed such 
laws ^ The Committee should consider whether federal legislation could extend 
Good Samantan imniiimlv to federal lands and tcmtonc.s 

itccms 

People w ho inject opioids and other drugs are often stigmatized bv healtli care 
providers and criminalized bv law cnforcv*mcnt Without reliable access to stcnlc 
svTuiges. individuals are proue to share sv nnges and other drug preparation 
equipment w ith other people who injea drugs Tlie sharing of svringes is associated 
with elevated nsk of contracting HIV and hepatitis and synngc sliarmg has 
hisioncallv been a major contnbulor to the HIV/AIDS epidemic in the United States 
and abroad 

Since the cari> I^Vds, advocates and public health officials in urban centers across 
the United Stales have offered svnngc exchange services In addition to providing 
stcnlc synnges in exchange for used synnges. manv svnngc exchange programs 
prov ide services such os HIV and hepaiius C Icsung, overdose prevention training, 
and scrv’c as a linkage to healtli care, housing, and drug tiv:airaenl for those not oflcii 
served bv traditional health care providers.'* Cnticallv. svnogc availabilitv has been 
proven to reduce the .spread of HIV/AIDS and hepontis C without increasing dmg 
usc.^’ Synngc exchange programs am supported by leading United S(a(u.s and 
international government health organizations and medical and public health 
associations ^ 

Todav . there arc more than 190 s> nnge serv ice programs operating in 3? states 
Monv jurisdictions have made local investments to support $> ringc exchange ^ 
However, as the opioid crisis has transformed ui tuccin v ears to include a dramatic 
increase in heroin use that has shifted from urban centers to rural areas, communities 
affeetud in rural (vans of the United States often do not have - or even Icgallv permit 
- the prov Ision of svTingc exchange. 

These changing demographies have recently taken center stage nationallv . vv ith a 
spike ill HIV diagnoses among people who inject drugs in Indiana'^ and with the 
CDC ranking Kentuckv number one in the nation for high rates of hepatitis C cases 
Yet. a federal ban prohibiting states and the Distnci of Columbia from using their 
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shan; of federal HIV/AIDS pa‘>cnlion monev on sxnngccxcliangc programs has 
been in place since 2(M I. 

Tliis ban was brieftv lifted bv (he Dcmocratic<ontrollcd Congress m 2009 after 
being m place for more than 20 >car5 Republicans restored Uic ban m 20 1 1 after 
regaining control of Congress Earlier this year. House and Senate Republicans 
agreed lo panially repeal the ban for the first time However. Congress should 
completely lift die federal ban and allow state and local gosemments to spend their 
share of federal prevention dollars w ithout additional cost to taxpayers There is little 
doubt that these congressional bans arc responsible for hundreds of thousands of 
Americans contracting 1 UNVAIDS or hepatitis C 


Treatment 

Tlierc IS broad consensus among experts that an indi\ idual struggling with opioid 
dependence should have access to the full spectrum ufbchai loralv phannacological. 
and psy chosocial tieatnicnts However, nearly Xfl percent of people experiencing 
opioid dependence do not cecei\c livalment because of limited irvalmcnl capacity , 
financial obstacles, social stigma, and other barriers to care Expanding access to 
drug tieaimenl is a key strategy to reducing demand for opioid analgesics and heroin. 
Effective treatniem modalities should be available to people at ^1 st^es of the 
recovery spectrum 

Harriers to irvoiment Ut'spiic healfhenrv refi^rm 

Barriers to dnig treatment persist despite federal heaUhenre refomt Treatment 
programs still often fail to meet (he needs of populations that have historically 
confronted barriers to accessing treatment, such as women, people of color, lesbian, 
gay. bisexual and traiisgcndercd fLGBT) individuals, and rural populations. 
Individuals who use heroin and otlior opioids arc also often boili uninsured and 
marginalized by the healthcare system.^' 

It IS cnticaJ that people experiencing dependence to upioid analgesics or heroin can 
enroll in medication assisted ircatmcni Scienufic research has established that 
medication assisted treatment increases patient ivtcntion and decreases drug use. 
infectious disease (ronsniLsston. and cnminnl activity Medication assisted 
irealmenb* are cost effective''' and have been proven equally enbclivc in treating 
heroin or prescription-type opioid dependence.'^ Opioid dependent individuals 
should have access to affordable, judgment-free, individualized counseling and 
pharmacological replacement therapies such as methadone and buprenorphme. Under 
medication assisted treatment, doctors prosenbe one or more phamiaccuucal drugs to 
people vvitli drug-related problems to cluninate or reduce their problematic use of 
drugs and improve their mental and physical well-being 

At present, the FDA has approv cd only three medications for the tmatnient of opioid 
dependence Methadone is one of the most widely studied mediancsand is 
employed effectively around the world to treat opioid dependence Methadone 
therapy is widely regarded as the most effective treatment for heroin addiction.^ 
Methadone and other medication assisted therapies lead to better health and social 
outcomes than any otlicr treatment modality The Centers for Disca.se C'ontrol and 
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Prcvcnlion." the Institute of Medicine'* ' of the National Institutes of Health.'" the 
Substance Abuse and Mental Health Scmccs Administration (SAMHSA) of the US 
Oepaftment of Hcaltli and Human Sen iccs.^' tite National Institute on Drug Abuse 
(NIDAI.'^ the World Health OrganiTation,*' and over four decades of government* 
iunded. pccr*n3vicvved medical a^scarch'^ have uncquivocolK and repeatedly proven 
that medication assisted therapies like raethadonc are the most effcctiv c treatments 
for opioid dependence .'' 

Yet. extensive federal and state regulations and restrictions stand in the \va> of 
providing methadone, and to a lesser extent, buprcnorphinc treatment services to 
patients '' Access to methadone is extiemcK restricted in the United States and manv 
people who need it cannot obtain it '' All told, onlv about 12 percent of individuals 
with opioid dependence ivceive methadone treatment ** Ultimately , methadone 
should be available by prescription and through doctors' visits, as it is in Canada and 
most of Western Europe.'^ 

.4ctv.v.v 10 ireittmvni insUk crimiml jusfice sauings 

People who use opioids arc at highest nsk of overdose following a period of 
abstinence or reduced use that leads to lowered lolcrtmcc. such as spending time m a 
rehabilitation facility or serving a court-ordered period of incarceration For this 
reason, integration of medication assisted treatment and overdose prevention 
.strategies into criminal justice settings is critical Many populations, including 
incarcerated veicnins. arc acutely n ulnerable during the period shortly after their 
release from jail or prison People w ho inject licrom have seven times the risk of 
death from an overdose dunng the first two weeks after their release from 
incarceration."' 

A grow ing number ofjunsdictions have begun offi^nng medication assisted 
treatment, overdose prevention and naloxone in cnmmal justice settings. In Nev' 
Me.xico. the Metropolitan Detention Center for Bernalillo County Methadone 
Maintenance program, winch was launched m 20(ifi, provides a daily dose of 
mcUiadone to incarcerated people who were pivviously LMirollcd m a community • 
based mctiuidonc program A study by tlic University of New Me>JCo indicates that 
incarcerated (icopie receiving methadone ircaunent at the Metropolitan [)etcmion 
Center typically stayed out of jail longer than incarcerated people who did not receive 
the treatment In RIkkIc Island, the stole s Department of Convetions has partnered 
with a community -based overdose prevention program to tram incarcerated 
individuals on how to prevent overdose and use naloxone pnorto their release."^ 

People who use opioids illicitly are also vulnerable to arrest For lovv-mcomc 
residents of states Dial have not expanded Medicaid, the few. if not the only, wayfs) 
for lovv-mcomc and uninsured people to continue to obtain access to drug ircauncnt 
or mental hcaldi serv ices is to get arrested and hope for participation in a drug, 
mental hcolih. or other specialty court or diversion program 

In these courts, judges and prosecutors - not hcailhcorc providers - have final say 
over the defendant $ parhcipalion m treatment, and usually require costly, 
abstinence-based episodes of treatment. Non-adlierciice to the program oRcn results 
in mcarccrahon. Individuals who arc participating in a drug court have often been 
ordered by a drug court judge to leave methadone or buprcnorphinc treatment in 
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onicr lo ponieipalc in the diversion program - making it vcr> likch that those going 
through drug court will relapse and be sent to prison '** Moreover, some faniiK court 
judges requite clients to cease inctliadone tn^atmcni before thc> can receive cusiodv 
ofthoir children/^ Tire Obama administration mcentK announced it would bar 
federal funding for drug courts that do not allow participation in medication assisted 
treatment programs ^ The Committee should review legislative options for 
improving the deliverv of medication assisted trcaimcm and overdose prevention 
strategies in federal and state correctional facilities 


Policing 

All increasing number of jurisdictions have mcogmaed that the current approach of 
arresting people for illicit opioid possession and other low -level, nonviolent crimes 
has proven to be fiscallv unsustainable and an ineffective strategy for improving the 
public safetv and health of a coramumtv TIk existing approach moves a rclaiivelv 
small fraction of offenders off the streets, for bncf periods of time, and at a 
significantiv higher cost than non-cnminal justice svstem interventions 
Criminalization of possession of small omounLs of drugs and paraphernalia for 
personal use coninbulcs to the marginalization of people who use illicit drugs The 
resulting stigma attached to heroin or unsanctioned opioid analgesic use can 
exacerbate dependence and overdose risk Further, the svstem diverts limited law 
enforcement resources from more serious emnes lo policing low lev el drug oflenses. 
w itb liiilc to no miprovemcni in neighborhood qualitv of life or a reduction in drug 
related dcoilts 

Law cnforcancm officers typicallv have more da>-tcKla> interaction with 
marginalized population.s than traditional scnicc providers. 11icv see firsthand the 
mvolving door of Jail to street for these populations There is now a growing interest 
both inside and outside the law enforcement community in exploring new approaches 
to dealing with drug possession and otlier lovs-teve! enmos Uiat that don't rely on 
arrest and incarceration 

In 201 1, Seattle pioneered a new approach known os Law Enforcement .Atcsistcd 
Diversion, or LEAD, (he first pre-bookmg diversion program in the country LEAD 
vva.s established through a unique collaboration beWvccn Seattle police, district 
atlonicys. government iigvncics. mental health and dnig treatment providers, housuig 
prov iders and other scrv icc agencies, the business community . public dcicnders. 
elected officials and community leaders LEAD seeks to reduce enmina) bchav lor 
and improve public safety and order by connecting people who commit low level 
nenv iolent enmes with community -based traatment and supportive services. 
Following Seattle's direction. Santa Fc. New Mexico implemented its own LEAD 
program in 2014. 

fxni' I’jr/offtrmt'/?/ v4.v.vl.v7e’<f Diwrsion 

Under LEAD, police officers exercise discretionary authority at tlic point of contact 
to divert individuals for low-level criminal offenses. Instead of arresting and booking 
people for certain nonviolent enmes, including low-level drug possession and sales, 
police may immediately connect them to a cose manager who links people to 
housing, treatment and other services.^ LEAD is designed to work w itli people 
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.slniggling with addiction and/or mental illness hose enmina) behavior is motivtUcd 
b> addiction and subsistence needs. 

Individutds diverted into l.FAD receive intensive ease-management and targeted 
services in a lughly-coordinatcd environment LEAD devotes a substantial portion of 
Its resources to health and supportive services, and participants arc given immediate 
access to services without displacing volumarv treatment candidates. An Indiv idual 
Intcrv cnlion Plan is prov ided for each participant which serves as the action 
blucpnnt for the participant and his or her ease manager This plan niav include 
assistance w ilh housing, treatment, education, job training, job placement, licensing 
assistance, small business coiuiscliug, child carc*. or other services. Intensive ease 
management provides increased support and assistance in all aspects of the participant's 
life 

LEAD IS based on a harm reduction and housing firsi philosophv lhai rcquire.s a 
focus on indiv idual and commuiiitv wellness, rather than an exclusive focus on 
sobnutv LEAD participants, who arc usuallv struggling with drug addiction and arc 
ohen homeless, somciimcs tike months or even ycai5 to make major behavior 
changes LEAD is designed to promote patience and rclationship-building that can 
cvenluallv vield rcsults that shorter-term strategies cannot. 

LEAD is a promising alternative to expensive court-based interventions that docs not 
require the presence of .iudgcs. court staff, prosecutors, or public defenders Rather, 
police oChcers determine wliciher or not in^viduals arc appropriate to go mto LEAD 
Each local junsdiction tltai iinpicmcnts LEAD defines its target population 

LEAD rccogniacs that dnig use is a complex problem and people need to be reached 
where they curTeiili> are in their lives. In Seattle. LEAD precipitated a fundamental 
policy rcorieuiation. Horn an ‘'cnforccment-nrst'’ approach, to a health-centered 
model - reinforced bv specialized harm reduction iraJiimg required of even, police 
officer 

Law enforcement have been supportiv e of LEAD because it gives them additional 
tools to handle public safciv issues Diversion of people accused of low-level 
nonviolent crimes into LEAD allows law enforcement to focus on serious entne 
while plaving akey role in linking people to services instead of fiinncling them into 
the justice sv siem 

Ihc liKjximion ofLliAD to to I htiqw Lncol Cflnivrtis 

New Mexico has the second highest drug-induced death rate in the nation, and the 
consequences of drug use continue to burden New Mexico communities Onig 
induced deaths lu Sauta Fc County in 2Ui4 was 30.V per lOt).(H)U. up from 24 3 
between 2007 and 2011 Santa Fc County had the fourth highest number of drug- 
induced deaths' ” across the state In New Mexico, drug overdose deaths have now 
suipasscd car accidents os the leading cause of death ' " 

Santa Fc experienced an increase m property crimes while at die same time 
cxpcncnced an increased use of opiates, both heroin and opiate-based pills. In 2011, 
the Santa Fc area (the city and the county, including pons of Espahola) ranked second 
in the country in residential buiglaiics per 1 00,000 residents.^ Property crimes rose 
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alight!) in 2012 compared to 2(111. Residential burglanes incmased to 802 from 7H2 
the previous )car.^' Local authorities established that senous drug dependence >Nas 
fueling the proport) crime problem 

The cit) of Santa Fe resolved to address these public $afct> and public health issues 
b) forming a LEAD Task Force. The Task Force completed a cost-benefit analysis 
tile task force’s analysis detennined that the overall cost to the enure S)Stcm to anvsl 
100 individuals b) the City ofSanu Fe Police Depanment for opiate possession or 
sales resulting in booking, detention, prosecution and/or adjudication costs was more 
than S4 2 million or an average of S42.000 per individual across the law cnforccincnt. 
jail, judicial, 91 1 cmcn$encv and medical systems over just a three year (20)0-20)2) 
period alone 

These same 100 individuals cost the City of Santa Fe one million dollars in 
jail/dcicnhon costs over three scars fora total of 1 1.502 jail da)ii. The) were arrested 
590 umes bv city police during tbal three year period and ofTiccrs spent 9 3 hours per 
arrest The majontv of these mdividuaJs (9) out I00)\serc repeat offenders. This 
pattcni of persistent recidivism resulted in individuals being iC'arrcstcd evorv' six 
months on average. Fifty -one percent of those individuals had reported propertv 
crime histones Based on these findings, tlic citv acknowledged that U could no 
longer alYbrd to lelv on enminaJ sanctions to address problematic, drug-related 
behavior To break this cvctc of addiction and arrest. Santa Fes Cit) Council 
approved the implementation of a three-vear pilot LEAD project 

w <t Succtxsfii/ J^rogra/ri that Merits Rtpifcolton 

LEAD IS credited with reducing drug arrests in Seattle bv more than 30 percent from 
2010 to 201 1 In addition, an mdcpcndcni. casc-conirollcd outcome evaluation uf 
Seattle’s LEAD shows that it lias resulted in significant reductions in recidivism.^* 
Finall), astudy released last month found statistically signiftcain mductions in 
criminal justice and legal system costs for LEAD participants compared to the 
control group 

LEAD IS an evidence-based program tliat promotes best practices in responding to 
low level dnig crimes This Committee should advance federal legislation dial would 
authon/c funding to support the impicmcntaiion of pilot LEAD initiatives by 
jurisdictions desiring a new approach to low-level nonviolent crime 


The Obama Administration's Response to Opioid Crisis 

The Obama Administration has taken several important steps to miligaic nsks 
associated with use. dependence and overdose. Earlier this year, the U.S. Department 
of Health and Human ^r\ ices (HHS) announced a new initiative focused on 
reforming opioid analgesic prescnbmg practices, expanding die use of naloxone and 
expanding the use of medication assisted treatment N'otably. HHS conciiidcd that 
expanding the use of naloxone and scaling up access to medication assisted treatment 
represented strategies grounded lu the best mscarch and clinical science available 
Ycl funding to carry out this miliaiivc is largely eontmgcnt on Congress approving a 
request for $133 million in President Obama’s FV' 2UI6 budget. The Office of 
National Dnig Control Policy (ONDCPI has also taken significant steps to recognize 
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naloxone's integral role in rc\-crsing opioid o\-crdosc deaths. ONDCP's most recent 
Notionai Drug Control Strategy atticu\au:s polic> goals of rcduang oveidosc 
fatalities by 1 5 percent, increasing the utilization of naloxone b> Hrst responders and 
working w'lth states to promote Good Samaritan Law^.” 


Canriusiun 

The Drug Policy Alliance urges the Committee to confixmt the opioid ensis as a 
health issue, rather than a criminal Justice issue and develop policies and programs 
accordingly The tcderal government has spent billions of dollars on 
coimtcrproductivc suppl\-side strategies The Committee should pnontizc the 
elimination of federal roadblocks to accessible and affordable medication assisted 
Ireaimeni and facilitate the expansion of policy and programmatic solutions Uiai 
address core issues that drive opioid and other substance use ~ mcliiding Law 
Eiiforcemcnt Assisted Diversion and Good Samaritan immunity taws 

The Committee should advance legislation that will reduce barriers to health services, 
drug treatment and emergency services ~ including sterile syringes and naloxone. 

Tltank you for considering our views. 

Sincerely. 

Grant Smith 

Deputy Dircetor. National Affaira 
Drug Policy Alliance 
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Amoicaiw.” Tttnt. Jiinc2V. 2t)| 1. http h cn U| il«n><l ti me. com 201 ) (K< y.* iepo n* chrv>m c* underircnt cd* 
Mtii^ilVcclv I lii -millumsiincncan s ..I luman Rights Walcli. (IktM Suite r ^ Piitn Trmiment: ■'Icresi la 
\UdinHee,mdrdfiatiwrafv(Kc^ '^ofk.)^Y IIRW 2011)5-10. 16-17. 
http:’ u-uM.lirw nrg.iiics default Hies reptsr1.shhroS MW pdf; NBKing. V Fraser, "7 Intreatol Pain. 
NuTcnttc* Kcpuiaiiun. and Cilobal Health Idoologtes.*' PIjiS M cdkir.f ItM (201.3). 

Inin i>'UiiU i (> p(ti> mil nIoMiicdtcmc fttiKlc’id" (II iimrnal inncd HaiHII . Institute of Medicme. 
Relieving Pam m Amenea A Ulucpiint for Traiislutming Ptcsvnliun Care. Hducatum. and Resnttch. 
(WashlrigtoiL IXT National Academies Preu. 201 1 ), 

him inia.incdHcapc.com w leat uf CKPain KtM ReliCMiiaPamAiticiica JiineJU Indl txl l 
US Census UurcaiL 7hr .Vetf/''i0Hr/)«r)i(4‘S The Older Pt^uluUm m die Vmtrd Slutei' 3(iHHu 
20511 Pof*\dttUon £>rimanr.i nndJ'mllirMoru, i Washington (X'. US Census Bureau. 2011), 1-16 
liislimtc (if Medicine of the National Audcinies. HetuteittgPtun mAtnerita A Bluei>r»ufoe 
frufimorwtng Preventum. Cere. Edueauon. end fU-aroreh (Washington L>C • The Naliniud Academies 
Press, 201 IV K 62-rs4.HI 

‘*^NaloMincisanopioKl anlagiHiisI llial t>U«ks(hc bratncdl rrccpiors activated b> heroin and nlher 
opmids. lempornrilv restoring normal (Hunthing within two to three miiunes of administration Firsi 
approved K\ the KDA in 1971. nakvxoiie U ciTeclive at revening opmid rrverdases prcoipiiated bv the 
use orhercan. oxycodone (CtxvConlin^). hvdrtKodonc iVicodint'*). percocet. methadone. Icntaiivl and 
other opioids Nalo\one‘« only etieeis are hi reverse rerptraioi^ iaiiurc resulting from an ot>ioid 
ovcrdoHC and hi cause urKomfortaMe withdrawal s) niphmw in ihc dependent user It has no 
pharmacological ellLvl ifadimiiisletcd toapmon wht> has ikU taken optoidsand Itasno |ioleniial for 
abuse il ia impossible to overdose on mtoxonc. See: United Natinns OfTicc on Drugs and Crime. (J/nmd 
Ovtrdtttv Prv\‘*ninftAndHeduan)tOptoidOverdoiuMor(etitv.\tie.\\S\'</\i United Natimiv 201.3), 7. 
https WWW uni*dc,i>rgdoc> trcatmeiU overdooc pdl' 
if the victim has not been revived after two mimites, aihithcrdoaeofnalnxoncisailmiinincTcdand so 
on until ihunalniuine has the dewred eflecl Naloxone's eflectslasl for 30 to 75 minutes, allowing lime 
for tJie arrival of emergency medical assiBtancc Naloxone U most commonly administered >ia 
jniramuscular ri\|ection. but it can oliiu he administered intranasaJIv using an sUtml/er device lliat 
delivers a mist to the nasul mucus mcnihraiic. Ilic mlranasal device delivers the intramuscular foimaunn 
of naliivone Phe intramuscular formulation has ml vet been formallv appowta) hv the l-T^A for 
iiitnina.sal delivery, but it m in use b) FMS respondas and law cniotcement tti a giowir^ number oT 
stales and by gov eminent health providers and commnnitv-based overdose pfeventmii initiatives across 
the coimtrv . and the F13A is expected to votm approve an rnTraratsal l(Hniula(ion of naloxone. Ust yeai. 
the FDA approved a third mciiiod of naloxone delivery by wav of an uuto^nJcctor dehvcix sv stem 
Il’Vjrio'**) While llie recent arrival ol FsTtio”* w Ihc market provides health cate providers and patterns 
at-risk of an ov«r(lo.HC with an imporutti new ircaimeni option, and t» covered hv some insurance 
pnividen. the ra;wly patented auUHnjccInrcan be loo expensive for Ihe uninsured to access fw' Umled 
Nations onicc on Drugs and Crime. OpintdCherdiae. PretenuusAndReductnfiOpiaidOterdfae 
SUiruiiity^ (New Voffc Umled Nations. 261.3). H, hllpv www uondc urgd^ifH upiimcnl ovcrdivn; pdl ' , 
Robert Skip’ Nelson. MDPliD. Senior Pcduitnc Pthicixt & lead Medical Oiliccr. Ol^ce of Pediatric 
Tlkcrapeittics. US FuiMl and Drug rnfoKcmerU Adminisiralmn. "Prvsenialion Ethical and Kegulaiurv 
Coiisidcialions in Drug DevcIoptiM.'nl for IN Noloxaite.*' sIkIc 3. 

Intb WWW rda low d!*wiil>ia>U l>uiaxNtfW-*l’VgiiuU(‘M3ia>H73 ivdf . Knsllc Vermes. ‘Pharmactsi 




17 





18 


Nminnher 17,2010, http- www.naten or^ AUti. .<t)na$e exchflngc programs altii provith sale tlt^pcval 
oritifeulod M hdges. whidi reduces ihe ruk oroccidenul nccdtesUck injuries to ftrsi responders and 
puNic encounlers with diiuiriied ssnnge* Moivover. sv-ringe exchange programs prirviJe cruoal 
KUppoti Tot particjpnnis «1 e>-et) ptnnt along die continuums of care for I QV and hcpuiiits C 

US l>:partiiieniofnBiiUlidrMllIuiiiaii Services, f.vitietin-lmsetijuuiinfis m the effleaty o* 
fxcitantpf prof^fw tin analyw ihe scitnU/tc rtjottvh rom/VrreW nnei'.tp^i/ ( Washington 
(X':US n^annienl oTHcalth and Ilimuui Screes. 2000). 1-19.. Insiiiiiie ofMedIcineilOM), 
IWvamnfi Hfi ‘tn/ivilon iwntw^ tnjrdvtff /Mrg t’acnr i>t CounOicii. /fnctsmeni ttf'ihe 

iTv/r/eihV (Washington (K* National Acadermes Press. 2006). t*2. 

http intnedu - media Piles RcpoTt**2iit-'i(ck 2^H^^ Prevcnting^MI V-tntectinn.among-lnjedmg* 
()rug-l)i«ncin*lligh>kitlk*CouniricvAii«A«casniefil*ot-lho>t'>‘idi!nce 1 |73l_bncrp(U'i Work! Health 
tXganrvnliun (WHO), f.lfectiwftfss </f Snsilv S'etxilt and Syn'iige f^rogmmnut^ m HtAtcinii ffU'/UliS 
.Imnngl/tft^mgOruiil^ieriiHitiiexa. Smt/«tlaiid WHO. 2004). 

hup uuu uho inlhlV'puhprcv^carc'clTedivcnossstertleneedlc pd(; Center Sir (}i>ea>e Control. 
'*SMiiige nxchange Pnigraina > United Suica. 2005.'' Morhidii) and Mortality WccKIv $6.44 (200$). 

I IM-i 167, http, uxnu cdc-govIDU facts ACI),lDU_SyR.pdt Naitonal Institute tui Drug Abuite. 
l*ftwipi€J «f WV PrewMmn in Oniifiiyini! PopulnUimf: A Rentirch Btucil thuik { Wa^ftnigton LX' 
NIH. 2tK)2). 1-32; Melissa Marx el al , 'Trends iiiCnmeand the Iniroductuinora Needle Exchange 
l*rogmm.'*;|nienctirt.(<«rrwi(<y7VWk- //c«i/rA. 90.(2 (2i*K0 l*>33-^ Also, for ever)' dollar invested in 
synnge access, approximoidy S3>8 m ILl V ircAtnicni arc saved fhis docs not take into accnuni rurther 
savings Ihnn averted hepatitis C inteclion. avvnding increased heatlhcan; expense due to living vviih Die 
Vitus. Kxainplcs of the clYcciivcness at syringe exchange programs lu scieiihric lileniiuic are numerous 
live CDC estimates dial I II V diagnose among people who injcci drugs has decHnod hv 70 percent in 
Die Ukyctit period, from 2002 to 20 1 1 Many attribute a 70 percent decline in HIV diagnoses atiwng 
people wlio inject dr^is hctv^cen 2(Ki2aiiil 2UI I to die provistoii ofcutnprehoistve. sciaice-baMxl JllV 
luvvcnlum prvgnims for Ihis population. iiK'luding syitnge servici» piognmis. Stmilativ. the New York 
Slate Deparimcniort'lealthcrediiii syringe exchaitge pro(i:rain» with a major teduetton m HIV' AIDS 
aciws dun suite rroin 1992. when S2pcrceiu orAI{3S cases wcrcaunbuied In injeciioudrug use. to 
20(H. when mily 5.4 pereeiil oflUV cases wete so uttnhuicd Ibe District oTColumhia Department ol 
Health expanded svnnge exchange progmm nceoss m 2tXT7 and subsequeiilly re|>orted an 81 percent 
decreasein new inV inrectionsamong people wlHiinjcei drugsmD.C from20()8>2012 See A 
Wisdak. A Cooney, '1>s Neodle Svnnge Hrogntms Reduce HIV (nrectinn Anmng Iryecting Drug Users' 
A Ctmiprchcnsivc Review ol'Ihe Imcmatuinal T.VKtcncc.'*5lb6xuim'e (•ae.\/uti5v4l (2006); 777-4(17.'. A 
Avhnvon. II llaM.X Hu. A lunskv. DK llohgnivu. d Mermin. *'1 rends in iTiagmwesoriUV InCvcIion mi 
Ihc United Slates. 2(X)2-20I ri(.W4 .7124(2014)473-134 doi.10 ItNH jamB.2014.853. New York 
Stale IX'parimcril orileallh. 'Ilarm KcducUon Imliativc.*' accessed on May 28. 201$. 
http wsvw.beal(h.nvgnv diM.*nMiS'OiJ>i;ciK'rvl aNuii previiip hini*iianmaJ ; I3tslricl ofColumbii 
Depanmeiil orileallh. AiwutiJ EpikHnoiuKy i$ .Vimn/Zo/ire Ktpurt, (Washington IX? District of 
Coliunbiu Dcjwftinaiil oHIualih.it>l2i. 17. 

hup.' divli dc pl'v Sites delAuti filuk dc uiex'didi page Lontent'iiUaciiiiMMiis Nvwh*«20i)iauihned''*}liH] 
V%2tt iiscs.ixll 

^ am]' AR. ‘Trcveiitiiig HIV and I lepaiitis C Among l*aipte Who Inject Drugs. Public Tunding Tor 

Svnnge Services Pn>gniTK Make^ the DilTercnce." tunF.Vt hnit S). l-$. 

hup wwvy a uiJiiiofitup l»a>J,cdlilcs., j<mD in «fuQn the lliU lltMt;>SP (D-W UH- 

VI K S KtN jMt7l5. )idr p 4; Also. Ihc last two dtreckTrs of the Dtricc ofNalional Dnig Cnutrol Policy 

(DNIX'P) have cited ay nngc services as cMentiai lo reducing Die tnutstnixsion orhhxxl'bomc diseases 

without incroasing drug use when implemented m the context ofa coniprcitensive program that oflm 

refctnils to other ircuimeni and prwciiiion services Sec White Mouse OtllceufNaiiotml DnigCoiiirul 

Polk). Senate Judiciarv CommitiecciniUrnuiiion heanng. 1 1 |*CongteM, |2(t09), {stalcmeni of Oil 

Ketiikowrske. DireciororONDCP): Druu Schreiner. "McConnell. Dtug Crat Talk Hcrem inN KY.'' 

jbatKtuUai Pruss. April 9. 2(>l5. llHO WOW coluicT- 

iimoiaUojit dOfiLnew^ l.^^y_2lM viH.tiu uwu*iuicll-l«»iHwlli 25M4 175 

^'amFAk. "Preventing HIV and Hepatiiia C Among People Who liticci Drugs Public ITaidmg for 

Synage Services. Programs Makes the iTincrence.” tmiFAfitnur fiiiM/ l20ifiy, 1-$ 

http ww w amtar org iiploodcdPilcs _amfanvrp'On_the_Hill 'BIMC_SSP_IB'Wr.H' 

VKRSIONjMI3l5.pdr 

^amLAR. "Synitge Sen'ices Pmgmm Coverage in the United Stales -June 2014." laai modiltcdin 
June, 20|4, 

Imp WWW amrarorg iiploadcdl'iicn _iimlinofg Artiblcttyn. rhc_lhlt7<tl7 2tri7''«2()SSI'S20Mnp*a2lt 
rniel pdf 

As of April i7<h. there were 120 umfirmcdand 10 ptdlinmary pr>siiivc cases ofillV fnmi ihc sluring 
ol'divg injection ei|uipineni iii Scott Couiuv. IndiAiia along the kaituckv border T Piihlic liealih 
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olliaiilit rmm Ihe Male of Indiana and CtXT ddemnned that the kcaliictl epidemic of new IIIV costs 
uas due k> (lie slmring ityringea used (o itveci OKymarphonc. an ofioid analgesic In n»)Kinse. 
Republican Indiana (rmemor Mike Pence declared a public healUi emcrgenc) tn Ibc aRVeted cuiiniy und 
issued an executive otdet allouitig for tbcopenitinn ofa s)ringc exchange pivgraniTThc Indiana 
legislature subaequeniK passed legidatimi ambon/jng local ollidaU to lequest ap^uoial from llic 
Indiana Slate Dc^fttneni ol'lleaMh fut a litmtcd syringe cxchonju: program tit thcevaii of a public 
health cmergciKV See Uchra Golditcbmidl. 'Indiana governor declares public beallli eincrgenev due 
to HlVcpidcniic,'*('.V\. March 27.2(115. hitp. '>iw>N Aini-Com2ni5 ni 27 tt callh in ilnma-hiv^^^ulhnstk 
I 

^In response (o a surge in beparitisC cases in Kentucky, (he dale tcgislaiurcpasscda comprehensive 
bill earliei ihia year to nddrcM rising bcpalilis C infections that included the Icgalizalion of synngc 
exchange pn'gnims in that stale Nabonally Ihercisemetging evidence of a new surge in h^oilihsC 
cases. uiihCDC reporting a 75 percent iitcrcase in ucw coses rn'nt2t)Ub20l2 Sec CDC DivtsKmof 
Viral llepalibs. 'Reported Casm uf Acute. llepatblkC. b\ Slate — 2UUK-20I2.’‘ lad modilled August 
28.2014. http Hwvs.cdegovbcpaillts S1ali3(ics20l2Survi9illance TaNe4.|.hmi 
^SusanF Ilurtev. ITamieii J Mies . and John M Kaldor/litTecitveneMofNeedle-r-xchaiige 
Prugreinnies fof Pievuationof IIIV Infection.’' TheLmcft 34'.>,906g(W7|. 1797*I8IJ0, 
http .www.drtiglibrary sirg •tcbalfer misc effccnveneiia^of^nepajhrjttcven him (linding tiMt ituu in 29 
cities worldwide where needle exchange pn>gnims are in place. lilV infection dropped by an average of 
5.8 pcrecin a year among drug tuers. In S2 cities that did not Imve needle cxchangci. dnig«rcliiicd 
tnfeclion rove an average of $ 0 (tereenl each year) 

** C l. ArIVeii et al., ''l-ixpiuiding I'tcalmem Opncitv lor Opioid OependctKc with Duprenorphine’ 
NuJifmat Surveys o|'Physiuians."iai/r/i<i/ afSithifunrtAhusv 9A.3vt2<Mitt 

Willinm C Ftocketn. David A Fiellinb. .toaepb O Mcmlld. Ileryl SchiilmuKl. Ruth Finkebicaue. 
Yngvild Olsfcnf. Susan (I tbisch. 'Opioid u.w; diwirder in the Onilcd Slulea Insunince Status and 
Ticulment Acc«»s.‘’Drui;<<Md/l/fato//‘t';Hr»rfrnfif, Volume 94. Issues l-3t2WI8).207-2t.7. 
hnp W WW n^iaiiHlav emuxtorv uew<2til5 iL< 24 i<libuii>i>-iteani)t.i«-xthrHrtue2'?IK|773 : The 
American Society oT Addiction Modtcalicm "Advancing Access to Addiction Medicatiuns 
lmph«»tionilbr C)pio>d AdJicbon Trv8iinein.‘'|Chcvy CKase. MD. A.SAM: 2013). 10.37. 
http 'wvvw.asnm.org docs de(auU*Bource advocacy aaimjmpiK*«UMii»*for-optotd*addiclion* 
ireaimen(_finNl; JamesA relenon KnhcrtI’ SchwarU..ShMnniiiiOwin Mitchell. Heather Kchacbi 
Rosnger. Sharon M Kdly. Kevin t O'Orady. Karry S Brown Michael 11 Agar. 'Why don’t out-«if* 
ueaimcnt individiialk aiicf methadone ircuimcnl progranuT' fnimniional L>rug PoUn 2t |20I0):36* 

4] 

9 National Imiilulc on Drug Abuse. ’'Mcdlcanon^AssiMcd Treaiinctil for Opioid Addictiou.” \IIM 
Tapuiin Anc/'(Apnl 2lil2). blips w-wrw.Jriigahu.Mf.Rnv.M(esdclaut( rtlcsiib mai_npfitiJ pdf 
The Amcncnii Society of Addiclmn Mcdicatnuis. “Advanetng Aceuos to AddicUon Modications 
Inipliailnnis Ibr Opioid Addiction Irvatinent Part U l^nomic livaluatirai of itiarniaciilberapies ftvr 
Ihe Trvalmciil of Conoid Disorders..*' (Chevv Chase. MD. ASAM 2013). K. 65« 91. 
hup.' www.a.saiAorg'diK's defauli'aiurceadvxicacy awi)M_implicatioiu-lbr-i>pioid-addictio»- 
ircatmeni.rinai'. M Cunmvek. ct al.. 'Meiluidonc and Suptcrwipbiiic Ibr the Management ot'Opioid 
Dependence A Svsieinatle Review and bcouoniic Lvaluatlivn.” Htaiih Teefumittg}, AsmaHH-ni 11.9 
(ZII07) 1-192 

Hfliila'Oreoi ei al., ''Retention in Methadone Mamtenarwe Drug Treaiincni for l*rcMUiptinn>Typc 
Opiord Primary tlacrsComparcd to Herom Us<n.'’.-ldWic/«*< IlMlJlltW) 775*783 
^ Methadone, a Schedule II controlled substance lucd os maintenance Ircatment for diKiimented opioid 
dependenre for over 40veflfs, mov only be dispensed bv clinics, ccrbllcd bv SAMI ISA. andsuh|cc1 to 
both I'cderal and stale icgulaiinn Uuprennrphinc. a Schedule 111 controlled substance- which may he 
oirered, under ceniiin ciicunwuinccs. bv meihaibuie ircatincnt ctimca - is a tnue recently minvlucevt 
vyiiItvciN: optoul IreaUnent incdtcabon approved os an outpatient phy ncion-prcscnhcd treatment fiv 
vipioid dependence Naltrexone Is a phy daan-prcschbed cliiiKiiu-^ininislertid injectable mcdKalHin 
for the picveiilion of rclutise of opioid dependemee after detoMricalioii. cotnmoiiK knovvn by the brand 
name VKilroD’^ See American Society of Addiction McdKine..-lrAvwic/ujr.‘frcea.) ro,4iJr^*/ioN 
Stedicnmny ImplKoltons^torOf^ioiA AiUbcUfin Twtittwtt (2<ll3l. http: www .aMim.i>fg' dr»cwdctiu]lt- 

*' The Naliiinal Instiluiesof lleollh has explicitly recmgni/ed methadone is the most succes&tui Ireolmcnl 
to date for «vpi«>id dcpoidenc'c. and recommendui a reduction m (Ik unneecHsary regulation «vf 
methadone mainlemnce Iberopy and other medication oidistcd Irvatmeni pnsgams National Institulo of 
llialth. "nUeclivc Medical TrcuinienI nfOpiatc Addiction." Ktff Consmuu StairiMnt I5.6(t!l97i.4. 
Iiitp uiiiseiisus mil y»iv l*)'*7 |*^J8 licatt tmaiuAddictinnliiHPIX’ ndf . and National Institute on Drug 
Abuse (NIDA) ''Rescaich Rqiurt. Ilermn Atiua; and Addiction." (Revised 2005). 
blip wwwdriigabtive.gov ResearchRepumbcTnin hciorii.hitnl. and National Insuime on Drug Abuse 
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“Pnniaplcs o( l>ug Abuse Trealmcnt Ibr Criminal Jitsiic« Fitpulaliuns- A Rcsearch'liascd Ciutdr,** 
(NaliniMl liutilulcs at I Icaltlt, 2()U6). 3. 22. 

liUps uuu Jmpuhuse yit siio» Jcraull fitcn Ut ninumlt>«lu:c O pJl . atkl D A KfcHin, cl ul . 
''Mcihaikme MoinuiianoiMnTHinrarv Core A Ranckmii/cd Comn'Ited inil.’V/IAA'i 2fto( 2001): 1764' 
l7(iS: aiid i C. Ball and A Ri>u. Tht fij^tclivtoeM of HeiMa/ime KJoinJiMunct Treahtiefii (New Ytifk 
Spniigcr* Verba. 1991 r. and Y.1 Hscr. et al.. "A 33* Year Foliow*Up of NarcolKs Addici».*’.<-1rcyi/M'i of 
iitnwtvl f^xyrhutry 58(2CllM):5<J3>508. and J Ward. W Mil. and R I* MaiticL 'RolcofMainlimance 
rrefllmcnlm(.)ptoidUepcndcrH:c''7>r/.«>MX'r353(10M9) 221*226; and U M N^ivich and 11 ioicph 
'Medical Muiiiicnaiicc The Treatment of Chtvnhc Opiate Dcficnduncc tn General Medical Practice.*' 
Jwirnal f^‘Suh%iuntv Ahu.ie r^rurmcvir ft()99|)^233'2-39; andCentcnfm l^^ease Control and 
Prevention, 'MeihiuliineMainiciaiticc Treatment.** Febnan 2002. acccKacd Jiined, 2015. 
hup www.c d v yiy idn tiwtvMclIuidnnc t >tni. andW Ommdi.d al . "Methadone and Buprenorphtne 
Ibr the Mamipement ofOptuid Dependence. A Svidcmmic Review and Fxonomic IZvatuaiton ” lUattii 
Ti\'hn(>}€ff!}\ins4!fsnttnt 1 1,0 (2007), Center Ibr Substance Abase Tieaimeni. Siedictihon^i.'ixi.'Hed 
Thitttmtmijar Opioid .itUUctitm m Opukd TnatmiffH f’rograirj. Trroment fmprovemm /*rw(oro/ {Tip) 
S¥rw.i 43 (Kockvilte. MD Substance Abuse and Mental J lealih Services Adininistraiion, 2005); World 
llcallh Otguntfatimi . SuhsMimm Klnmirntficv Iherttpy m dm Maimftr»fent u/ Upio{d DepwtkiKt and 
lll\ ‘ AUXi /^mwniiun (llniicd Naimna OOlcc on Drugs and Crime, 2004), 

Kli p g-wa.vnodc.omjPtesIrcalnicnl i) r«xhute t Pdf .and R.P Mattiek.dal . "Methadone 
Maintenance Thcrapv Versus No Opioid Replacemcm I herapv for Opmid Dependence." CMdtrHntf 
OnmbtiM Sy${m Hvvirv. 3 (2009) 

N.D. Volkow. ct al.. ‘'MudicaiiomAssisied fhaapies Tackling theO)hoid4)vcrdo»el*pidcmic'* 
Aew Htt)(landJf»rnai qi'SktUonv 37(1. 32 (20l4) 6.V. und R P Maitick, et al . "Methadune 
MaiiiiciMnce rherapy Versus No Opioid Replacement Thaapy For Optoid Dependence.’' rocAnunr 
I'talahast Syshrm /tt'iVni’ J (2009) 

* ConicM foi Discaw Conliol and Pievaitioii, 'Methadone Manilctuitec Trcahnciil.’' Fcbiuarv 2002. 
http WWW ede gin idu factsMcthadoncFni pdf 

*'RA KettigandA Yatmolinksk>. eda . Fciteiyty ^yAA-t/iodiirK' Tmuineni (WashiitgtoiL 

D.C. Nauoiiai Academy Prevs. 1995). hop: www nap edu C8iak>g.php'/iecv«rd,kd^)t99 
^ Nalioiuil liivliitiles of llcallh. "f.lTcvtive Medical freatmem ofOpwle Addiction.** Wi ('otrnnmn 
SMintiwn 15. ft 1 1997). 4, MiP i:on!>cnstt» itiliuo s l«>9t l'>OKTrcitOpiiUc Addwai^^uii»^ *DF pdf 

Center for .SuhsUmce Abuse Treatment. MrAicatntn-A-visied Irt-tionvni fi/t t)pUtid AddkUon m 
Op40{d rreMtmenr/'iYigrnins. (Kock\itle. MD. Subsluncc Abuse and Mental I Icalth Scrviccii 
Adimnistrahon. 2005). http biipiviKnphine.wimhsa gov Iip4l_cumutlum pdf 

National Insliiulcun Drug Abuse. 'Ritsearch Report llcnnn Abuse and Addiction," Revised 2005. 
accessed June 4. 201 5, blip vvww dnigahuscgnv Re^catebRepaAs bernin heroin html; N1DA 
Imorrunioiiul Program. Methadone Research W«b Guide (licthesda. Naitoiul institute on Drug Ahiiur 
2(AI7); and National Ittslilule on Dnig Abuse, 'Pnnciplca of Drug Abase Treatment fiir Crimioal iushcT 
Populaiiont A Resuia‘h4)iiscd (iiiide.” (National Urstitutes of 1 Icalth. 2(J06). 5. 22. 
blips WWW drugahusegew sitodctauli lileslxcnnimallustHie U.pdf 
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Mr. Sensenbrenner. I now recognize the Chairman of the full 
Committee, the gentleman from Virginia, Mr. Goodlatte, for his 
opening statement. 

Mr. Goodlatte. Thank you. Chairman Sensenbrenner. 

I am pleased to be here today at this important hearing to exam- 
ine the growing epidemic of heroin abuse in our Nation. 

Over the past several months, we have seen an alarming in- 
crease in both the availability and use of heroin. This has, not sur- 
prisingly, had profound and tragic consequences. Every day, it 
seems, brings new stories of overdose deaths occurring across the 
country, including in my district. Since January, there have been 
11 heroin-related overdoses in the Roanoke Valley, resulting in 
nine deaths. 

Earlier this year, the Washington Post reported that the legaliza- 
tion and subsequent availability of high-grade marijuana to Amer- 
ican consumers has led Mexican drug cartels to increase the 
amounts of heroin and methamphetamine they are trafficking 
across the U.S. -Mexico border. Since 2009, heroin seizures along 
the border have nearly tripled, as law enforcement seized 2,181 
kilograms of Mexican heroin last year alone. 

These are alarming statistics. However, the grim reality is that 
they should surprise no one. Drug trafficking is an extremely prof- 
itable business, run by criminals who are interested in one thing: 
money. Given the increasing availability of marijuana in the 
United States, and the related, ongoing epidemic of heroin use, 
drug traffickers have decided to cash in on the misery of American 
citizens. 

Additionally, the Drug Enforcement Administration estimates 
that the United States has 600,000 heroin users, which is three 
times the number in 2012. Tragically, that number is expected to 
rise. That is because there are an estimated 10 million Americans 
who are currently addicted to prescription opioids, including such 
drugs as Vicodin, OxyContin, and Percocet. Once someone is ad- 
dicted to a prescription opioid, the need to satisfy their addiction 
outweighs the stigma attached to heroin use. Additionally, it is far 
easier to pay $10 for a dose of heroin than $80 for an oxycodone 
tablet. 

It is no exaggeration to say that heroin use has reached epidemic 
levels across this Nation, including in my home state of Virginia. 
It is not an urban problem or a rural problem, but an American 
public health and safety problem. 

However, despite the increase in heroin and meth production, de- 
spite the ongoing heroin epidemic, despite the dramatic surge in 
deaths, and despite the clear evidence that illicit controlled sub- 
stances and their purveyors pose a lethal threat to the American 
people, the Obama administration has continued to shirk its duty 
to protect this Nation from dangerous narcotics. 

I firmly believe any solution to the heroin epidemic must have 
three parts: one, discouraging the use of this dangerous, highly ad- 
dictive drug; two, providing appropriate treatment to addicts; and 
three, ensuring law enforcement zealously pursues the criminals 
who bring this poison into our communities. 

I look forward to the witnesses’ testimony today. 
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Mr. Sensenbrenner. Without objection, all Members’ opening 
statements will appear in the record at this point. 

We have a very distinguished panel today, and I will begin by 
swearing in our witnesses before introducing them. If you would, 
please, all rise. 

Do you solemnly swear that the testimony you are about to give 
to this Subcommittee is the truth, the whole truth, and nothing but 
the truth, so help you God? 

Let the record reflect that all of the witnesses responded in the 
affirmative. 

The gentleman from Virginia, Mr. Forbes, has a distinguished 
witness, and I will allow him to introduce Commonwealth Attorney 
Parr at this point, and then I will introduce the next three wit- 
nesses. 

Mr. Forbes. Thank you. Chairman Sensenbrenner, for holding 
this important hearing today and inviting our distinguished guests 
to share their experiences. 

As you mentioned, one of our witnesses today is Nancy Parr, who 
served as the Commonwealth Attorney for the City of Chesapeake 
since being first elected in November 2005. During her 10 years of 
service, she has implemented new programs and promoted commu- 
nity outreach, in addition to carrying out the traditional role of a 
prosecutor’s office in Chesapeake. Her programs include seven 
Girls Empowerment conferences, four Boys Leadership conferences, 
seven Traveling the Road to Success multi-week programs, and five 
Playing on the Right Team basketball tournaments. 

Prior to her current role, Ms. Parr was a prosecutor in Suffolk 
for 10 years and before that had worked in Chesapeake since 1994. 
For six of those years, she also served as a Special Assistant 
United States Attorney in the Eastern District of Virginia. 

In addition to her public service, Ms. Parr is a member of many 
boards and organizations and volunteers her time to charitable or- 
ganizations, including the Virginia Association of Commonwealth 
Attorneys, where she was president from 2014 to 2015; Common- 
wealth’s Attorney Service Council, where she was chairman from 
2014 to 2015; State Crime Commission Governor’s Task Force on 
Prescription Drug and Heroin Abuse; Secure Commonwealth Panel 
Subcommittee, Justice Reinvestment Initiative Work Group; Board 
of Correctional Education; Virginia State Bar Council; Board of 
Governors for the Criminal Law Section of Virginia State Bar; Vir- 
ginia’s Adult Fatality Review Team; State Child Fatality Review 
Team; Domestic Violence Advisory Committee; Boys and Girls 
Clubs of Southeast Virginia Chesapeake Division; and the Women’s 
Club of South Norfolk. 

Ms. Parr is a graduate from the University of Virginia with high 
distinction, and from T.C. Williams School of Law at the University 
of Richmond. 

Ms. Parr, thank you for accepting our invitation today, and I look 
forward to hearing your testimony as you share with the Com- 
mittee more about the efforts you are championing in our district 
and my home town. 

And with that, I will yield to Chairman Sensenbrenner to intro- 
duce our other witnesses. 

Mr. Sensenbrenner. Thank you very much, Mr. Forbes. 
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First, Mr. Michael Botticelli is the Director of the National Drug 
Control Policy, where he has served since November of 2012. Pre- 
viously, Mr. Botticelli served as Director of the Bureau of Sub- 
stance Abuse Services at the Massachusetts Department of Public 
Health. He holds a Bachelor of Arts degree from Siena College and 
a Master’s in Education from St. Lawrence University. 

Mr. Jack Riley is the Acting Deputy Administrator of the Drug 
Enforcement Administration. He is the highest ranking career spe- 
cial agent at the DEA. Prior to his appointment as the Chief of Op- 
erations, Mr. Riley served in many other leadership positions dur- 
ing his distinguished career at the DEA. He received a Bachelor of 
Science degree in Criminal Justice from Bradley University and a 
Master’s degree in Public Policy Administration from the Univer- 
sity of Illinois. 

Ms. Angela Pacheco was the first woman elected to the Eirst Ju- 
dicial District Attorney’s Office. Her legal career has consisted pri- 
marily of criminal prosecution in which she has tried a number of 
high-profile cases. Prior to becoming an attorney, Ms. Pacheco 
worked as a social worker for 13 years in Northern New Mexico. 
She received a Bachelor of Arts in Social Work from the College of 
Santa Ee, and her Juris Doctorate from the Hamline University 
School of Law. 

I would ask each of you to summarize your testimony. Without 
objection, the witnesses’ written statements will be entered into the 
record in their entirety. 

You have something with a red, yellow, and green light in front 
of each of you. I assume that you know what all of that means. 

So, Mr. Botticelli, you are first. 

TESTIMONY OF THE HONORBLE MICHAEL P. BOTTICELLI, DI- 
RECTOR, WHITE HOUSE OFFICE OF NATIONAL DRUG POLICY 

CENTER 

Mr. Botticelli. Chairman Sensenbrenner, Chairman Goodlatte, 
Representative Chu, and Members of the Subcommittee, thank you 
for the opportunity to be here today to discuss the Administration’s 
response to the epidemic of opioid abuse, particularly the rise in 
heroin use and overdose deaths. 

ONDCP produces the National Drug Control Strategy, which is 
the Administration’s primary blueprint for drug policy. The Strat- 
egy treats our Nation’s substance use problem as public health 
challenges, not just criminal justice issues. 

The stark increase in the number of people using heroin in re- 
cent years has become a significant public health issue in our coun- 
try, and opioid misuse can have devastating consequences. As we 
heard, overdose deaths involving heroin have increased sharply in 
recent years. Of the 44,000 drug overdose deaths in 2013, heroin 
was involved in over 8,200, up from 5,900 in 2012. 

As communities and law enforcement struggle with an increased 
number of overdose deaths, heroin use and increasing heroin traf- 
ficking, it is important to note that the vast over-prescribing of pre- 
scription drugs and easy access to diverted opioids is fueling our 
opioid drug use problem. 

Approximately 18 billion opioid pills were dispensed in 2012. 
This is enough to give every American 18 years and older 75 pain 
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pills. Even though data indicate that over 95 percent of prescrip- 
tion opioid users do not initiate heroin use, four out of five new 
users of heroin have used prescription drugs non-medically. Given 
this relationship, we cannot develop a public health response to 
heroin use without making it part of a response to prescription 
opioid use. 

While heroin is traditionally regarded as an issue facing large 
urban areas, we are seeing a shift in the demographic of heroin 
use. Increasingly, heroin use overdose deaths and their con- 
sequences are being seen in suburban and small-town America. A 
recent CDC study shows that heroin use rates remain highest 
among males, but heroin use is doubling among women and has 
more than doubled among non-Hispanic Whites. 

We also know from this same study that past-year alcohol, mari- 
juana, cocaine, and opiate pain reliever misuse or dependence were 
each significant risk factors for heroin abuse or dependence. 

ONDCP has used its role as coordinator of the Federal drug con- 
trol agencies to bolster support for substance use disorder treat- 
ment and overdose prevention efforts and coordinate a government- 
wide response. In 2011, the Administration’s plan to address the 
sharp rise in prescription opioid drug misuse was released. This 
plan contains action items categorized in four categories: education 
of prescribers and patients; increased drug monitoring programs; 
proper medication disposal; and law enforcement efforts. 

Recently, the Administration convened the Congressionally-man- 
dated Interagency Heroin Task Force, co-chaired by ONDCP and 
the Department of Justice, to more closely examine the Administra- 
tion’s efforts and to devise recommendations in what more we can 
do. 

We have seen overdose from prescription opioid leveling off, but 
unfortunately this is coupled with a dramatic 39 percent increase 
in heroin-involved overdose deaths from 2012 to 2013. To address 
the overdose death issue, we have been working to increase access 
to naloxone for first responders and individuals close to those with 
opioid drug use disorders. Hand in hand with these efforts are ef- 
forts to promote Good Samaritan laws so witnesses to an overdose 
will take steps to help save lives. 

Law enforcement nationwide has risen to this challenge of the in- 
crease in opioid use and overdose deaths. They are working hand 
in hand with members of the public health community. But it is 
critically important for the medical establishment to work with us 
to meet the challenges of increasing access to treatment for individ- 
uals with opioid use disorders. Primary care physicians have an op- 
portunity for early intervention, as do emergency department phy- 
sicians, to treat substance use disorders early and to intervene be- 
fore they become chronic. And it is vital that individuals with 
opioid use disorders receive evidence-based care and treatment. 
Medication-assisted treatment with FDA-approved medications, 
when combined with behavioral therapies and recovery, has shown 
to be the most effective treatment for opioid use disorders. Just 
this weekend. Secretary Burwell announced an additional $33 mil- 
lion in funding to states to expand the use of medication-assisted 
treatment, and an additional $100 million to fund improved access 
to care and services at community health centers nationwide. 
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HHS is also releasing guidance to states to help implement inno- 
vative approaches to substance use disorder treatments. The Ad- 
ministration has also proposed $99 million in the Fiscal Year 2016 
budget request over Fiscal Year 2015 for treatment and overdose 
prevention efforts. 

In addition, given the connection between injection opioid drugs 
and infectious disease transmission, public health strategies are 
necessary to prevent the further spread of infectious disease. The 
recent HIV and hepatitis C outbreak in Indiana is a stark re- 
minder of how opioid abuse can spread other diseases, how com- 
prehensive public health measures such as syringe services pro- 
grams need to be part of the response, and how rural communities 
with limited treatment capacity may experience additional public 
health crises. 

In conclusion, we will continue to work with Congress and our 
Federal partners on the public health and public safety issues re- 
sulting from the epidemic of non-medical prescription opioid use 
and heroin use. Thank you for your time. 

[The prepared statement of Mr. Botticelli follows:] 
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Chairman Sensenbrenner, Ranking Member Jackson Lee, and members of the 
Subcommittee, thank you for this opportunity to address the public health issues surrounding 
heroin in the United States and the Federal response. 

As you know, the Office of National Drug Control Policy (ONDCP) was established in 
1988 by Congress with the principal purpose of reducing illicit drug use, manufacturing, and 
trafficking; drug-related crime and violence; and drug-related health consequences. As a 
component of the Executive Office of the President, our office establishes policies, priorities, and 
objectives for the Nation's drug control programs and ensures that adequate resources are 
provided to implement them. We also develop, evaluate, coordinate, and oversee the 
international and domestic anti-drug efforts of Executive Branch agencies and ensure such 
efforts sustain and complement state and local drug policy activities. 

At ONDCP, we are charged with producing the Nalionat Drug CorUrol Strategy 
(Strategy), the Administration's primary blueprint for drug policy, along with a national drug 
control budget. The Strategy is a 2U‘ century plan that outlines a series of evidence-based 
reforms that treat our Nation’s drug problem as a public health challenge, not just a criminal 
justice issue. It is guided by what science, experience, and compassion demonstrate about the 
true nature of drug use in America. 

The considerable public health and safety consequences of nonmedical prescription 
opioid and heroin use underscore the need for action. Since the Administration’s inaugural 2010 
National Drug Control Strategy, we have deployed a comprehensive and evidence-based 
strategy to address opioid use disorders and overdose deaths due to heroin use and prescription 
opioid misuse. The Administration has increased access to treatment for substance use disorders, 
expanded efforts to prevent overdose and has coordinated a Government-wide response to the 
consequences of nonmedical prescription drug use. We also have continued to pursue actions 
against criminal organizations trafficking in opioid drugs. This statement focuses largely on the 
Administration’s public health policy interventions to address opioid drug abuse, as well as those 
of our Federal, state and local partners, including professional associations that are involved with 
opioid prescribing or the prevention and treatment of opioid misuse. The statement of the Drug 
Enforcement Administration (DEA) for this hearing will discuss supply and law enforcement 
approaches. 

Trends and Consequences of Opioid Use 

Opioids - a category of drugs that includes heroin and prescription pain medicines like 
oxycodone, oxymorphone and hydrocodone - are having a considerable impact on public health 
and safety in communities across the United States, According to the Centers for Disease Control 
and Prevention (CDC), approximately 120 Americans on average died from a drug overdose 
every day in 2013. Of the nearly 44,000 drug overdose deaths in 2013, opioid pain relievers were 
involved in over 16,200, while heroin was involved in over 8,200. Overall, drug overdose deaths 
now oumumber deaths from gunshot wounds (over 33,600) or motor vehicle crashes (over 
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32,700)* in the United States.^ Moreover, overdose deaths related to opioid pain relievers and 
heroin are undercounted as around one quarter of death certificates do not list the drug 
responsible for the fatal drug overdose, ■* and until recently standards did not exist for death 
investigation reporting, and adoption of these standard is not universally practiced. “* 

The diversion and nonmedical use of prescription opioid medications has been of serious 
concern at the national, state, and local levels for over a decade. Increases in admissions to 
treatment for substance use disorders,' drug-related emergency department visits,** and, most 
disturbingly, overdose deaths’ attributable to nonmedical prescription drug use place enormous 
burdens upon communities across the country. Heroin, in contrast, until very recently has been 
used at much lower rates, possibly because historically its use was generally via injection, which 
often was necessitated by its low purity. As heroin purity increases, heroin can be smoked or 
snorted.* Research shows that price reductions (resulting from greater availability) are closely 
related to overdose hospitalization rates; every $100 decrease in the price of heroin per pure 
gram results in a 2.9 percent increase in the number of overdose hospitalizations.’ 

In 2013, over 4.5 million Americans ages 12 and older reported using prescription pain 
relievers non-medically within the past month.*** This makes nonmedical prescription pain 
reliever use more common than use of any category of illicit drug in the United States except for 
marijuana. Approximately 289,000 Americans reported past month use of heroin in 2013." 
Heroin use remains relatively low in the United States when compared to other drugs; however, 
the increase in the number of people using the drug in recent years - from 373,000 past year 
users in 2007 to 68 1 ,000 in 20 1 3 - is troubling.*" These figures likely undercount the number of 
users, as national household surveys do not track all heroin-using populations such as homeless 
users. At least one community with a high level of chronic drug users among its homeless 


' Fatality Analysis Reporting System (FARS) Encyclopedia Available at: httpi.'-'wiv w-tn rvnht^a. riot.gciv-.Vlaitv'mdex.a s px 
^ Centers for Disease Control and Prevention, National Center for Healili Statistics. Multiple Caiusc of Dcatli. 1999-2013 on CDC WONDER 
Online Data.hase. released 2015. Extracted bv ONDCP from htt p:. / wond')r.cd e.S!Civ-'n icd-lc<:110. htm i. on January 30. 2015. 

^ See httt):-''/s3.doaime ntc loiid.orgt''doaiments 11 51267. heroin-;>roicci-20i4-studv- on -oveixlose- death s-pdf 

^ Goldberger B.^1 , Maxwell .TC, Campbell .A, Wilford BB. l.tniform siundaixis and case definitions for classifying opioid-related deaths: 
recommendations by a SAMHSA consensus panel. .1 .Addict Dis. 201.3;32(3):231-4.^. doi; 10. 1080-' 10550887.201 3. 8243.M. 
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population, Baltimore, revises their heroin count by 10 percent to adjust for heroin use among its 
homeless population.'^ 

Nonetheless, the trend for increases in heroin users shown in the National Survey on 
Drug Use and Health (NSDUH), a household-based survey from the Substance Abuse and 
Mental Health Services Administration (SAMHSA), comports with other indicators, including 
recent reporting from the National Institute on Drug Abuse’s (NIDA) Community Epidemiology 
Work Group, which found that a number of U.S. cities, including Atlanta, Baltimore, Boston, 
Chicago, Cincinnati, Denver, Miami, Minneapolis, San Diego, Seattle, and St. Louis, indicated 
increases in heroin use. In addition, heroin remained at relatively stable but high levels in 
Detroit, New York City, and Philadelphia.*"' DEA also reports an over 300 percent increase of 
heroin seizures at the Southwest border from 2008 to 2013.*' 

A recent report from CDC and FDA using NSDUH public-use data** shows a significant 
increase in heroin use from 2002 to 2004 and from 2011 to 20 1 3. Rates remained highest among 
males, persons aged 18 to 25 years, persons with annual household incomes below $20,000, 
persons living in urban areas, and persons with no health insurance or with Medicaid; however, 
rates increased significantly across almost all study groups. Moreover, the greatest increases in 
heroin use occurred in demographic groups that historically have had lower rates of heroin use, 
doubling among women and more than doubling among non-Hispanic whites. The rates of 
individuals who developed abuse or dependence on heroin, a near doubling during the decade- 
long study period, with a 35.7 percent increase during 2008-2010 alone, emphasize the addictive 
nature of this drug. This increase parallels the sharp increase in heroin-related overdose deaths 
reported since 2010. 

This report also indicates that individuals who use heroin also use other drugs. People 
with past year abuse of or dependence on alcohol, marijuana, cocaine, or opioid pain relievers 
were at increased risk for past year heroin abuse or dependence. In 2013, 59 percent of the 8,257 
heroin-related overdose deaths in the United States involved at least one other drug.'^ Data 
presented in this report indicate the relationship between heroin and opioid pain relievers, as well 
as the relationship between heroin and cocaine, are particularly strong. In fact, past year abuse or 
dependence on opioid pain relievers was the strongest risk factor for past year heroin abuse or 
dependence. These results, coupled with prior research on heroin use trajectories, underscore that 
heroin use has its roots in, and often exists alongside, other forms of substance misuse. 

Research illustrates that heroin use today is one of the later steps in most personal drug 
use trajectories. An analysis of NSDUH data shows that 21,000 people nationally began using 
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heroin when 1 2 to 17 years old, 66,000 people began using when 1 8 to 25 years old, and 82,000 
began when 26 years and older.'* Past-year heroin users were most likely to be in the 26 and 
older demographic. A second study of treatment seekers found the average age of treatment 
seekers to be around 23, and 75 percent of these began by using prescription opioids first.'" 
While the increases in overdose deaths among young people is disturbing, and pediatricians and 
doctors caring for people under the age of 25 need to be engaged on this issue, practitioners who 
treat adults normally past the typical age for developing substance use disorders need to monitor 
their patients for possible heroin use. 

The nonmedical use of opioids translates into serious health consequences. In 201 3 alone, 
approximately 1 .9 million Americans met the diagnostic criteria for abuse of or dependence on 
prescription pain relievers, with heroin accounting for approximately 5 17,000 people with past- 
year abuse or dependence; both figures represent significant increases from just a decade 
earlier."" For the duration of this statement, the terms “opioid use disorder” and “heroin use 
disordef’ will be used to describe people who meet the criteria for abuse and dependence, since 
the terminology in the Diagnostic and Statistical Manual, Fifth Edition (DSM 5), the U S. 
standard for classifying mental health disorders, no longer makes a distinction between abuse 
and dependence. 

Although only about 1 5 percent of people who have not used heroin in the past year 
believe it would be fairly or very easy to obtain, approximately 8 1 percent of people who have 
used it in the past year hold that belief^' Most Americans of all ages perceive great risk in using 
heroin once or twice a week.-^ Disturbingly, approximately 20 percent of people 12 to 17 years 
old do not believe using heroin once or twice weekly is harmful (compared to only 5 percent of 
people 26 or older).^’ 

Beyond the many lives taken by fatal overdoses involving these medications, prescription 
opioids are associated with significant burden on our healthcare system. In 20 1 1 alone, the last 
year for which these data are available, 1 .2 million emergency department (ED) visits involved 
the nonmedical use of prescription drugs. Of these 1.2 million ED visits, opioid pain relievers 
accounted for the single largest drug class, accounting for approximately 488,000 visits. This is 
nearly triple (2.8 times) the number of ED visits involving opioid pain relievers just 7 years 
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earlier in 2004 ( 1 73,000). Among specific opioid drugs in 20 1 1 , oxycodone accounted for the 
largest share (3 1%) of ED visits; there were 100,000 more visits involving oxycodone in 201 1 
than in 2004, an increase of 263 percent. Heroin was involved in nearly 258,000 visits in 201 1 . 
Increases in hospitalizations for prescription opioid overdose within a community actually 
predicts subsequent year heroin overdose,"' indicating that not only do people tend to migrate to 
heroin if it is available, but also entire communities may shift usage habits. 

Similar trends concerning growth in heroin use are reflected in the country’s specialty 
substance use disorder treatment system. Data show a more than double increase in the past ten 
years of treatment admissions for individuals primarily seeking treatment for prescription opioid 
use disorder, from 53,000 in 2003 to 127,000 in 201 I . Heroin treatment admissions remained flat 
over the same time period, yet accounted for 285,451 admissions in 2012."'’ Although all states 
have not yet reported specialty treatment admission data for 2013 and 2014, the trend in those 
states that have is that many more people are seeking treatment for heroin use than in the past."’ 
In contrast, the percentage of people seeking treatment for prescription opioid use disorder has 
declined. Not every state, however, has experienced this decline. In some states with particularly 
intransigent prescription opioid misuse problems (for example, Tennessee), treatment admissions 
remain higher. In some states with historically high heroin treatment admissions (for example, 
New York), prescription opioid treatment admissions began an upward climb only in the late 
1990s and at much lower levels. 

There has been considerable discussion around potential connections between the non- 
medical use of prescription opioids and heroin use. There is evidence to suggest that some users, 
specifically those with a serious prescription opioid use disorder, will substitute heroin for 
prescription opioids. Heroin is cheaper than prescription opioids. A SAMHSA report found that 
four out of five recent heroin initiates had previously used prescription pain relievers 
nonmedically. However, only a very small proportion (3.6%) of those who recently had started 
using prescription drugs nonmedically initiated heroin use in the following five-year period.’* 
Preventing the initiation of nonmedical opioid use nevertheless can help reduce the pool of 
people who may resort to heroin initiation later on because a large proportion of heroin users 
begin with abusing opioid pain relievers, even if this is a small subset of overall nonmedical 
opioid users. 

We also know that substance use is often progressive, with some users rapidly escalating 
their use frequency, dosing, potency of drug and using through routes other than oral 
administration (e g., sniffing, smoking or injecting) to achieve greater euphoria. Because the 
body rapidly develops tolerance to most effects of opioids and because withdrawal from opioids 


I 'nick G.T. Rnsenhliim D. Mars S, Ciccariine D. Tnfiitvvined epidemics: nalional demographic trends in hospilali/alions for heroin- and opioid- 
related overdoses. 1993-2009. PLoS One. 20l3:8(2):e54496. doi: 10.1371ooumal.poiie.bo54496. Epub 2013 Eeb 6. PMID: 23405084. 

** Substance .Abuse and Mental Health Services Administration. Treatment Episode Data Set iTEDSi Substance Abuse ireatme.ntAdinissions by 
Primary Substance of Abuse, United States [2002 tlirough 2012 - Table l.laj. L'.S. Department of Health and Himian Services. [July 2014J. 
.Available: 

linoi ’Avvvw.sanihsa.eov. data’sites.'default tiles.-2002 2012 TF.DS NationaT2002 2012 Treatment EuisoiJe Data Set National Tiibles.htm 
■' Substance .Abuse and Mental Ilealtli Seivices .Administration. Treatment Episode Data Set (TEDS) Substance Abuse Treatment extracted 
6/2-'20i5 (Source Cahi TIC PresenkiUon Primary’ Dru}’ Treatment Admissions. 

Substance .Abuse and Mental Health Services .Administration. u45soc/aftV>ws ofEonmedicalPain Reiiever Use 
and Initiation of Heroin Use. in the United States. Department of Health and Human Services. [.August 2013J. .Available: 
hll[):,','nu vv.samlisa.j-iov'data'2k1.kDalaReview-DR006,'n< niiiie dicai -paiii- relievgr-iise-20i.3.Tidr 
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exerts the opposite effect (e g., severe pain and gastrointestinal distress) regardless of whether 
the drug used is a relatively weak opioid like codeine or a stronger one like heroin, a vicious 
cycle can develop, where a user must keep using to avoid the severe flulike and depressive 
symptoms associated with withdrawal. We know from survey data that as an individual’s 
nonmedical use of prescription opioids becomes more frequent or chronic, that person is more 
inclined to purchase the drugs from dealers/prescriptions from multiple doctors, rather than 
simply getting them for free from a friend or relative."® Qualitative data indicates as tolerance, 
dependence, or craving increases, users tend to obtain more opioid sources and at times will 
select lower cost alternatives such as heroin as a way to meet and afford escalating opioid 
needs. Research also suggests that the same dealers who deal in illicit pills often also 
supply heroin. 

The Administration’s Response 


Since 2009, the Obama Administration has deployed a comprehensive and evidence- 
based strategy to address: (1) excessive and dangerous opioid prescribing for pain and its 
consequences; and (2) illegal importation and sales of heroin. These efforts have expanded as 
surveillance has revealed an uptick in deaths related to the laboratory-created synthetic drug 
fentanyl and its analogs. 

The following discussion identifies the efforts in each of these areas as experts believe 
they are all important for addressing heroin and the public health of people and communities 
heroin impacts. 

Efforts to Stem the Prescription Opioid Crisis 

President Obama’ s inaugural National Drug Control Strategy, released in May 20 1 0, 
labeled opioid overdose a “growing national crisis” and laid out specific actions and goals for 
reducing nonmedical prescription opioid and heroin use.^'* 


L'lipublisliod estimates from Substance Abuse and Mental Health ScA’ices Administration. National Survey on Drug U.ie and Health. 2009- 
2012, .Vlarcli 2014, 

Lankenau SE. Teli M. Silva K, Jackson Bloom J, Harocitpiw A, Treese M, Inilialion into pwscriplioii opioid misuse tuuongst young injeelion 
drug users. Int J Drug Policy. 2012 Jan;2.3(l):.37-44. doi: 1 0. 101 6.''j.drugpo.2()1 1.05.014. Epub 2011 .Tun 20. 

PMID: 21689917 available at iil[p:,, vvwvv,richi.tilm,mh.ttov’mic,-’ar1iclia-'PMC.31 96821.' 

Lankenau SEl. Teti M. Silva K. Dloom JJ, Ilarocopos A. Treese M.J Patterns of piescription dnig misuse among young injection diug 
users.Lrban Health. 2012 Dec;89(6):1004-16. doi; 10.1007,^11524-012-9691-9. Available at 
iiii pi.-yvvHvv . ncbi.nlTn.itih.aov.’nm c.’a rliclg s.'P MC.TS^ndn.-' 

Sarah G. Mars, Philippe Rourgois, George Karandinos, Fernando Monlero, Daniel Ciceamne. "Every ’Never' I Ever Said Came True": 
Transitions from opioid pills to liei'oin injecting Int J Drug Policy. Au^or manuscript; available ui PMC 2015 March 1. Published in tinal edited 
form as: Int J Dmg Policy. 2014 March; 23(2): 257-266. Ihiblished online 2013 October 19. doi; 10.1016,-j.drugpo.2013.10.004 available at 
htt p: ■','\vvvw.; i c'bi. n h ' n.iiil] .gov.- pmc,'a rt iclcs. l’.M (3 9 61517-'pd P'nihiii3533 ~27.pdf' 

Sarah G. Mars, Philippe Rourgois, George Karandinos, Fernando Monlero, Daniel Ciccanme. "Every' ’Never' I Ever Said Came True": 
Transitions from opioid pills to hei'oin injecting Int J Drug Policy. Author manuscript; available in PMC 2015 March 1. Published in tinal edited 
form as: Int J Drug Policy. 2014 March; 25(2): 257-266. Published online 201 ;3 October 19. doi: 10.10l6.-j.dmgpo.20l3.l 0.004 available at 
littp:,'’www.iichi,nlin.nilTaov,'unic.-ai1iclcsTMC.l96l5i7,'udf'nilims533727.odf 

^ Office of National Drug Control Policy. 20] 0 National Drug Control Strateg}’. Executive Office of the President. [2010], Available: 
luiri: vvvv\v.v%i!itehouse.ifov'sjles-'defaulL'riics:''on dcp/T)o ii cv-a n d-research.mdcs2010.ndff p aRe-4 9 
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Nonmedical use of prescription drugs still represents the bulk of illicit opioid use in 
America, and pharmaceutical opioids are responsible for the majority of opioid-related deaths. 
Our response to this public health emergency focuses on preventing the diversion and 
nonmedical use of prescription drugs, decreasing the number of Americans dying from opioid 
overdose every day, and expanding access to effective treatment, health care, and services for 
people with opioid use disorders. 

In April 2011, the Administration released a Prescriptioyi Drug Abuse 

Prevention Plan (Plan)^'^ which created a national framework for reducing prescription drug 
diversion and misuse. The Plan focuses on; improving education for patients and healthcare 
providers; supporting the expansion of state-based prescription drug monitoring programs; 
developing more convenient and environmentally responsible disposal methods to remove 
unused and unneeded medications from the home; and reducing the prevalence of pill mills and 
doctor shopping through targeted enforcement efforts. 

The Administration has made considerable progress in all four areas of the Plan. To start, 
much progress has been made in expanding available continuing education for prescribers. 
Managing patients’ pain is a crucial area of clinical practice, but research indicates that health 
care practitioners receive little training on pain management or, safe opioid prescribing.^*’^’ Ten 
states (Connecticut,^* Delaware,*'* Iowa,'"’ Kentucky,*' Massachusetts,*’ New Mexico,** Ohio,** 
Tennessee,** Utah,** and West Virginia*’) have passed legislation mandating education for 
prescribers, and we strongly encourage other states to explore this as an option. 

At the Federal level, the Department of Health and Human Services (HHS) has 
implemented education requirements for its agency health care personnel, including 
professionals serving tribal communities through the Indian Health Service (MS), those working 
with underserved populations through the Health Resources and Services Administration 
(FIRSA), and personnel attending to biomedical research trial participants at the Clinical Center 
of the National Institutes of Health (NH). Similar efforts have been implemented by the Bureau 
of Prisons and the Department of Defense (DoD). The Department of Veterans Affairs (VA) is 
making training available to clinicians although it is not currently required. 


(!)nice of NHlioiml Drug Conlrol Vo\xc)i. Epidemic: Responding to America’s Prescription Drug Abuse Crists [2011] Avaikble: 
hil p :,-, wvw v.vvliilchoas e.ttov Hiles t leilmll Tile s.' ondcp.i. 'is»es-anueii l'Tiri;M.Tinii<?n-dnitSs.-'rx abu se_ plaH .pdf 
Me/ei. T,.. el al. Pain Education in \orLli .American Medical Schools. The. Journal of Pam. 12(1 2): 1 199-1208. 2011. 

U.S. Goveninieiit Accoiiniability Office. Presaiplion Pain Reliever Abuse. [December 201 Ij. Available: 
http .A'” A 90 587301. pd f 

COblN. (jF.N. ST.AT. § 20-106 (2015), avanakleat htlp:.^y\vuw.ct?a-cl.gov.-'2015/.ACT . 'P.A-'201 5P.A- O OI98-ROOHR - 0(S856-P.A. lilm 
24 DET.. CODE .ANN.' § 3. 1 . E availakk at 

httD:.7tc£uia[i''3is.delan'.ue.aov.’.\clminCode'tille24.'l'nilbrm1'u20Conlrolicd1'o2QSubstaiices%2QAci.^-;20Rcculation&.o(lf 
IOWA .ADMIN. CODEr. 253-11.4 (2011). af ht tps :.v\vww.lcgis-iowa.gov/d ocs.-AC.O-ch8ptor07- 22-201. 5 .653. 11. p d f. 

■" 201 ky. .Admin. Reg. 9:2.50 (2013). available nf http ://www.]rc.kv.gnv.'kar-'2(il.^009/2.5(J.ht in. 

M. ASS. GEN. T.AWS ch. 94C. § 1 8(e) (201 1). available dt hltps :.'7maiegislature.Kov7Tdt%vs.Ajenera lT.a\ vs. Parti T ill eXV/Cha pl crOAc 'Sccti on I)?. 

N. M. fVDMIN. CODE § 16-10-'l4 (2012). </vdi7»fc/cd/ http:.vl64.64.11Q-239:iimac.’parts.Aitkl6.-i6.0Ul0Cil4.htiir ' 

' ' OHIO REV. CODE ANN. § 4723.482 

TENN. CODE .ANN. § 63-1-402 (2013). available a/ hth):'.'’www.tii.gov-'scg.'aas.’lG8-’pub.'pc0430-i)df . 

'H.T.AH .ADMIN. CODE r. 38-37-6.5 (2012). drai/oTtk at http :.7ic. iitah.gov--xc odc."ritlc 58/C hapt.cr37'58-37-S6.5.htmI?v-(:58-37- 
S 6.5_1800 0 10118000101 . 

W. V.A. CODE § 30-1 -7 .A (201 1 ), avatlahleat ii tip:.7ww\v.iegis.s{ale.wv.tt.s.'%vvc<)de-*ChapLerF-nlire .cim ?ch ap-30-fe ar‘!. -l &secLi on- 7.A. 
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The Administration developed and has made available free and low-cost training options 
available for prescribers and dispensers of opioid medications via several sources, including 
SAMHSA and NIDA. The Food and Drug Administration (FDA) now requires manufacturers of 
extended-release and long-acting (ER/LA) opioid pain relievers to make available free or low- 
cost continuing education to prescribers under the Risk Evaluation and Mitigation Strategy 
(REMS) for these drugs. 

These efforts alone, however, cannot address the dearth of critical and necessary opioid 
prescriber training as it is an optional program. From 2010 to 2013, overdose deaths involving 
prescription opioids have decreased - but only by 2 percent.'*® We must do more to ensure all 
prescribers have the tools they need to prevent nonmedical prescription drug use. The 
Administration continues to support policies that mandate a continuing education requirement 
for prescribers, as outlined in theP/oti, potentially linked to their registration to prescribe with 
the DEA. 

In March, HHS announced a comprehensive, evidence-based initiative aimed at reducing 
opioid dependence and overdose. Among the three priority areas of the initiative are efforts to 
train and educate health professionals on safe opioid prescribing, including the development of 
prescribing guidelines for chronic pain by the CDC. 

FDA has also taken a number of steps to help safeguard access to opioid analgesics while 
reducing risks of non-medical use and overdose. In April 2013, FDA approved updated labeling 
for refonnulated OxyContin that describes the medication’s abuse-deterrent properties. These 
properties are expected to make the drug more difficult to inject or abuse nasally.'*® Tn September 
2013, ONDCP J oined the FDA to announce significant new measures to enhance the safe and 
appropriate use of ER/LA opioid analgesics.'** FDA required class-wide labeling changes for 
these medications, including modifications to the products’ indication for pain severe enough to 
require daily, around-the clock, long-tenn opioid treatment and for which alternative treatment 
options are inadequate, warnings around use during pregnancy, as well as post-market research 
requirements. FDA also announced that manufacturers of ER/LA opioids must conduct further 
studies and clinical trials to better assess risks of misuse, addiction, overdose, and death. And in 
December 2013, FDA announced its recommendation that DEA reschedule hydrocodone 
combination products from Schedule fll to Schedule II of the Controlled Substances Act; in 
August 2014, DEA issued a Final Rule implementing this recommendation, which became 
effective in October 2014.*’* 


CeiiLers for Disease Control and Prevention, National Center for Health Statistics. Vfultiple Cause of Death, 1 W9-2013 on CDC WONDER 
Online Database, released 2015. Extracted bv ON'DCP from http://wcinder.cdc.gov/mcd-icdlG-html on January 30. 2015. 

‘■Determination 'lliat the OXYC'ON'l'lN (Oxycodone Hydrochloride) Drug Products Covered by New Dnig Application 20-553 Were 
WitlidrawTi Eroiii Sale for Reasons of Safety' or EfTcctivencss.’’ Federal Register 78:75 (April 18. 2013) p. 23273. Available: 
jil!p:,7vvvfu.nDo.t;ov'fds\s.'pktj/FR-20 13-414- 1 8 •pd f'20l.3-09092-pdr 

Food and Drug Administration. “ER'L/V Opioid cYualgesic Class Labeling Changes and PostmarUet Requirements Letter to ER'LA opioid 
application holders.” Depaitmeiit of Health and Unman Services. [September 2013], .Available: 
httr):,''\v\vw.fda.go^- 'dowll]oads.'Druas'Dalg.Safel^ Intbrni«ationhvI>rt!aClas&-UC\136'^697.t>df 

^‘21 CFR Part 13U8 Schedules of Controlled Substances: Rescheduling of Hydrocondono Combination Products from Scliodulc 111 to Schedule 
11. DL.A. Final Rule. Available at 

hLLp:,7vvvvvv.gpo.gov'fdsys/pkg/FR-2014-08-22-'pdf-'2014-19922.pdr 
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The Administration is also educating the general public about the dangers of opioid use. 
ONDCP’s Drug-Free Communities (DFC) Support Program currently funds 680 community 
coalitions to work with local youth, parent, business, religious, civic, and other groups to help 
prevent youth substance use. Grants awarded through the DFC program are intended to support 
established community-based coalitions capable of effecting community-level change. All DFC- 
funded grantees are required to collect and report data on past 30-day use; perception of risk or 
harm of use; perception of parental disapproval of use; and perception of peer disapproval of use 
for four substances, including prescription drugs. 

The second area of the Administration’s Plan focuses on improving the operations and 
functionality of state-administered Prescription Drug Monitoring Programs (PDMPs). PDMP 
data can help prescribers and pharmacists identify patients who may be at-risk for substance use 
disorders, overdose, or other significant health consequences of misusing prescription opioids. 
State regulatory and law enforcement agencies may also use this information to identify and 
prevent unsafe prescribing, doctor shopping, and other methods of diverting controlled 
substances. Aggregate data from PDMPs can also be used to track the impact of policy changes 
on prescribing rates. The Prescription Behavior Surveillance System, funded by CDC and FDA, 
is developing this surveillance capacity for PDMPs. Research also shows that PDMPs may have 
a role in reducing the rates of prescribing for opioid analgesics. For example, states where 
PDMPs are administered by a state health department showed especially positive results.'^ 

In 2006, only twenty states had PDMPs. Today, the District of Columbia has a law 
authorizing a PDMP, and forty-nine states have operational programs.-'^ The state of Missouri 
stands alone in not authorizing a PDMP. Kentucky^'*, New Jersey,^’ New Mexico’*, New York’^, 
Oklahoma**, and Tennessee’** all require their prescribers to use their state’s PDMP prior to 
prescribing in certain circumstances. In Tennessee, where the requirement to check the PDMP 
went into effect in 2013, there was a drop in the number of high utilizers of opioid pain relievers 
from the fourth quarter of 201 1 to the fourth quarter of 2013.**’ 

Building upon this progress, the HHS Office of the National Coordinator for Health 
Information Technology (ONC) and SAMHSA are working with state governments and private 
sector technology experts to integrate PDMPs with health information technology (health IT) 
systems such as electronic health records. Health IT integration will enable authorized healthcare 
providers to access PDMP data quickly and easily at the point of care. CDC is evaluating the 
SAMHSA grantees to identify best practices and determine the impact of the integration efforts. 


Brady. Jt. Wuiiscli. H. Dimaggio, C, Lang. BH. Giglio. J. and Li, O. Prescription dnig monitoring and dispensing of prescription opioids. 
Public Heallli Reports 2014, 1 29 (2): 1 39-47. iitip:/.'\v\ v\v, nd>i.n i m.nih.aov.*^nmc.-’articlc.s .'P\-TC3904 89.3/p d[~'phri 290 00 139.pdr 
National ,\lliance of Model State Dioig Laws. (2014). Status of State Prescription Drug Monitoring Progi ams (PDMPs). Retrieved from 
hnp:,7www.namsdl.org'libi-aiy''l6666rCC-65DE-r4DB-A2DDAD44ElDC7031.-'. 

Kentucky 201 K.4R 9:260. 2012. .Available at h^lp:.'''w\vW■irc.k^^.go\yka^^^2 01/0Q9 /260■htm 
P.L. 2013. C.74 (N.J. 2015). avaitabk cil linii:.',mvw.i]iki!.sla!e.ntm,'2 014JD^^ .PDF 

New Mexico Register. 1 6.1 2.9.9. November 15, 2012. Available at hUp:.v'v»ww.nmcT)r.stak.nm iLs.'nevv-iue\ico- 
rsaisiei’/prev issues-Tirev issueH\\iii-xxiii2]-'16.12.9aiTiend 
New York 3343-A. 2012. Available at http:. iaw . i u sti a.com,'cod es.' new-vork^2012 /pbh-article-33-'title-4-'3343-a 
**** Oklahoma 3251. 2010. .Available at httc:-''w~ftAv.oklogiglature.pov'cf Dd£^2009-10V-'920FLR.^iflr.-'iiB3251Sb?0hnr.i?df 
® Tennessee 2253. 53-10-310. 2012. .Available al h'ilp:.A/www.Ln.gov-'sos./acta’'1 0 7-'pu h/uc0880.pdr 
Tennessee Department of Health Controlled Substance Monitoring Database Committee. Controlled Substance Monitoring Database 2014 
Report to the 108th I'cmicssec General Assembly. Febniary I. 2014. Pag: 5. Available at 
hLLp:,7heallli.Ln.gov 'slalisLies,TA;gislative_Reporls_PDF''CSMD_AnnualReporl_2014.pdr 1. inked lo 9-04-2014 
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The Department of Justice’s (DOJ) Bureau of Justice Assistance (BJA) is also supporting 
expanded interstate sharing of PDMP data, which is especially important. Currently, at least 
thirty states have some ability to share data. PDMP administrators are working to better integrate 
these systems into other health TT programs. Tn FY 2014, BJA made fifteen site-based awards for 
states to implement or enhance a PDMP program or strategy to address non-medical prescription 
drug use, misuse and diversion within their communities. Since inception of the grant program in 
FY 2002, grants have been awarded to forty-nine states and one U.S. territory. In recent years, 
the grant program included tribal participation, and gave support to states and localities to 
expand collaborative efforts between public health and public safety professionals. For example, 
according to Maryland’s Department of Flealth and Mental Hygiene, the state used its grant 
funding to form local overdose fatality review (OFR) teams comprised of multi-agency, multi- 
disciplinary stakeholders who review information on individuals who died from drug and alcohol 
related overdose. The OFR teams meet monthly to review medical examiner and other data such 
as substance use disorder treatment records. They identify overdose risk factors, missed 
opportunities for prevention/intervention, and make policy recommendations. These teams work 
on both prescription opioid and heroin overdose deaths. Currently the PDMP cannot disclose its 
information directly to the fatality review teams but there is a proposal to change this law so the 
review team can request data directly. This is an excellent example of how the PDMP expansion 
can be useful in understanding and addressing what for some can be the second stage of opioid 
use disorders, heroin use. 

Tn February 2013, the VA issued an Interim Final Rule authorizing VA physicians to 
access state PDMPs in accordance with state laws and to develop mechanisms to begin sharing 
VA prescribing data with state PDMPs. The interim rule became final on March 14, 2014.®^ 
Since then, the VA has developed and installed software to enable VA pharmacies to transmit 
their data to PDMPs. As of April 2015, 67 VA facilities were sharing information with PDMPs 
in their respective states, VA providers have also begun registering and checking the state 
databases. However, the VA does not currently require prescribers to check the PDMP prior to 
prescribing. 

While PDMP reporting is not required by IHS facilities, many tribes have declared public 
health emergencies and have elected to participate with the PDMP reporting initiative. Currently, 
THS is sharing its pharmacy data with PDMPs in 18 states,®^ and THS is in the process of 
negotiating data-sharing with more states.*’'* As these systems continue to mature, PDMPs can 
enable health care providers and law enforcement agencies to prevent the non-medical use and 
diversion of prescription opioids. 


Man'laiid Department of Health & Mental Hygicaic. (2014). Overdose Fatality Review in Maryland. Harold Rogers I’DMP National Meeting. 
Retrieved from iil ip:. . VTW\ v.ptl n!pasHist.orir/Ttdf'PPTs' \iit i on aj2014.-’2- Q4 Bai er.ndf . Accessed on 4-22-2015. 

Disclosures to Paitieipate in State Prescription Drug Monitoring Programs. 78 Fed. Reg. 9589 (Feb. 11. 2013); 79 Fed. Reg. 14400 (Mar. 14. 
2014). 

Indian Ilealtli Seiviee. (2014). Prescription Diug Moiiiloriiig Programs: Lidiaii Ilealtli Sertace Update. Harold Rogers PDMP ■\nnual Meeting. 
Retrieved from http:. '.''\'w.vv .ptim pas‘=ist .orp/ pdf l*F f s-'Natjonal2014 /2-14 Tnttlo.pdf 
Cynthia CTiuidcrson, Prescription Drug Monitoring I’rograms & Indian Health Service. Barriers. Participation, and Future hiitiatives. 
Presenlation at Third Party Payer Meeting, December 2012. h ilpi/.-'www.ndiTinexceiiencs .orH-'sileis/ai l.iui rs'G unde rsoiT.pdf. 
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The third pillar of our Flan focuses on safely removing millions of pounds of expired and 
unneeded medications from circulation. Research shows that approximately 53 percent of past 
year nonmedical users of prescription pain relievers report getting them for free from a friend or 
relative the last time they used them, and for approximately 84 percent of these, that friend or 
relative obtained the pain relievers from one doctor. An additional 1 5 percent bought or took 
them from a friend or relative.*' Safe and proper disposal programs allow individuals to dispose 
of unneeded or expired medications in a safe, timely, and environmentally responsible manner. 

From September 2010 through September 2014, the DEA partnered with hundreds of 
state and local law enforcement agencies and community coalitions, as well as other Federal 
agencies, to hold nine National Take-Back Days. Through these events, DEA collected and 
safely disposed of more than 4.8 million pounds of unneeded or expired medications.** DEA has 
scheduled its next National Take-Back Day for September 26, 2015. 

In addition, DEA published a Final Rule for the Disposal of Controlled Substances, 
which took effect October 9, 2014.*’ These new regulations expand the options available to 
securely and safely dispose of unneeded prescription medications. They authorize certain DEA 
registrants (manufacturers, distributors, reverse distributors, narcotic treatment programs, retail 
pharmacies, and hospitals/clinics with an on-site pharmacy) to modify their registration with the 
DEA to become authorized collectors. Collectors may operate a collection receptacle at their 
registered location, and anyone can distribute pre-printed/pre-addressed mail-back packages that 
go to mail-back program operators. Retail pharmacies and hospitals/clinics with on-site 
pharmacies and law enforcement to include Veterans Flealth Administration (VHA) and DoD 
police officers may operate their own disposal collection receptacles. In addition, long-term care 
facilities that offer disposal collection receptacles must partner with either a retail pharmacy or a 
hospital/clinic with an on-site pharmacy to operate collection receptacles in their facilities. Any 
person or entity may partner with law enforcement to conduct take-back events. Additionally, 
VHA is offering drug take back options to Veterans.*** 

ONDCP and DEA have engaged with Federal, state, and local agencies, and other 
stakeholders to increase awareness and educate the public about the new rule. In November 
2014, ONDCP, DEA and the Alameda County California Superintendent’s office hosted a 
webinar for community agencies to explain the new rule and discuss how local ordinances might 
define or fund disposal programs. Over 800 people registered for the program, and 436 viewed it 
live.** ONDCP and DEA will engage with Federal partners as well as with state and local entities 
to develop and implement a plan to develop disposal programs nationwide. 
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The Plan ’s fourth pillar focuses on improving law enforcement capabilities to reduce the 
diversion of prescription opioids. Federal law enforcement, to include our partners at DEA, is 
working with state and local agencies across the country to reduce pill mills, prosecute those 
responsible for improper or illegal prescribing practices, and make it harder for unscrupulous 
registrants including pharmacies to remain in business. An unintended consequence of law 
enforcement efforts against pharmaceutical suppliers can occur when major enforcement actions 
happen, patients receiving medicines for legitimate conditions from those providers or 
pharmacies may be abandoned. Without being tapered off their opioid regimens they will 
experience withdrawal which can be profoundly disabling and is only alleviated by an opioid.™ 

It is not known how many patients have resorted to heroin in these circumstances, but without 
coordination between law enforcement to ensure enforcement activities do not interrupt 
legitimate patient care, we are concerned about unintended consequences. 

All of these efforts under the Prescription Drug Abuse Prevention Plan are intended to 
reduce the diversion, non-medical use, and health and safety consequences of prescription 
opioids. The Administration has worked tirelessly to address the problem at the source and at an 
array of intervention points. This work has been paralleled by efforts to address heroin 
trafficking and use, as well as the larger opioid overdose problem facing this country. 

Efforts to Stem the Heroin Crisis: 

Heroin was added to Schedule 1 of the controlled substances list in 1914, and efforts to 
address heroin use and trafficking have been reflected annually in our National Drug Control 
Strategy. Opium poppy, from which heroin is derived, is not grown in the E^nited States, and 
manufacturing is based outside of the country, primarily in Mexico for U.S. sales. Drug seizure 
data suggest a great deal of heroin has been flowing into the United States in recent years, 
primarily from Mexico but also from South America. 

Pharmaceutical opioids activate the same receptors in the brain as heroin, a reason why 
users can switch from one to the other and avoid withdrawal. Approximately 18 billion opioid 
pills were dispensed in 2012,^' enough to give every American 18 years or older 75 pills. 

Plentiful access to opioid drugs via medical prescribing and easy access to diverted opioids for 
nonmedical use help feed our opioid crisis. In fact, as discussed above, the majority of new users 
come to heroin with experience as nonmedical prescription drug users.™ Prior to today’s opioid 
epidemic, heroin largely had been confined to urban centers with larger heroin using populations. 
Many communities and states that have never had a heroin use problem are now dealing with this 
epidemic, as Vermont Governor Shumlin discussed in his 20 1 4 Stale of the State address. 

In 2012 ONDCP held an interagency meeting focused on heroin, as many agencies were 
concerned that prescription opioid users might migrate to heroin. The interagency prescription 


^.American Psychialric Associalion: Diagnoslic and Slulislical Manual of Menial Disorder. Fifth F-dilion. ArlingLon VA, American Psycliialric 
^Association. 2013. Page 541. 

IMS Health, Nalittnal Prescription .Audit, 2012 

■' Estimate presented by Thomas Frieden during oral presentation at Preventing Prescription Dnig O\'erdose: New Challenges. New 
Opportunities. National RX Drug Abuse Summit, (Jperalion Unite. Atlanta GA. April 8, 2014. 

Muliini, P.K.. Gfrocrer, J.C., Davies. MC. S.AMHS.A CBHSQ Data Review. Associatioas of Nonmedical Pain Reliever Lise and Initiation of 
Heroin T'se in the United Slales. August 2013. 
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drug working group fomied a research group to examine the nature of the transition from 
prescription opioids to heroin, and CDC and SAMHSA have increased their focus on this issue, 
developing additional analyses to help track and publicize the issue.’"’’’^ 

Tn May 20 1 5, the Administration held its inaugural meeting of the Congressionally- 
mandated interagency Heroin Task Force. This Task Force is co-chaired by ONDCP Deputy 
Director for State, Local and Tribal Affairs Mary Lou Leary and U.S. Attorney for the Western 
District of Pennsylvania David Hickton and includes Federal agency experts from law 
enforcement, medicine, public health and education. The Task Force report will highlight 
emerging evidence-based public health and public safety models for law enforcement 
engagement in activities that promote solutions to reduce demand or decrease spread of disease. 

The National Drug Control Strategy s efTorts also include pursuing action against 
criminal organizations trafficking in opioid drugs, working with the international community to 
reduce cultivation of poppy, identifying labs creating dangerous synthetic opioids like fentanyl 
and acetyl-fentanyl and enhancing border efforts to decrease the flow of these drugs into the 
country. 

Treatment, Overdose Prevention, and Other Public Health Efforts 

The public health consequences of nonmedical opioid and heroin use are often similar if 
not identical. Most notably, in both cases, some proportion of individuals escalate use and 
eventually develop a chronic opioid use disorder requiring treatment. The low rate of cases 
referred to treatment by medical personnel in the face of such a dangerous epidemic suggests that 
providers may ignore or miss the problems of nonmedical prescri ption opioid use and heroin use 
among their patients. The extent of the opioid use problem requires that health care providers 
work in tandem with law enforcement to address the issue. 

People who escalate use are vulnerable to begin injecting, and this behavior dramatically 
increases their risk of exposure to blood-borne infections, including human immunodeficiency 
virus (HIV) and hepatitis C. It is noteworthy that in the latest HIV outbreak in rural Indiana, it 
was intravenous use of the strong prescription opioid oxymorphone, not heroin, which accounted 
for most of the cases. Since the first patient in the outbreak was identified in January 2015, 174 
people have tested positive for HfVf To combat the spread of HJV, Indiana instituted an 
emergency syringe services program, among other efforts to expand treatment for HIV and 
opioid use disorders. The Administration continues to support a consistent policy that would 
allow Federal funds to be used in locations where local authorities deem syringe services 
programs to be effective and appropriate. Studies show that comprehensive prevention and drug 
treatment programs, including syringe services program, have dramatically cut the number of 
new HIV infections among people who inject dmgs. 


■ ' R.N. I.ipaj-i and A. Ilnglies. Tlie XSDL'II Reptbil: Trends in Heroin Use in tlie United States: 2002 to 2013. (2015). Substance Abuse and 
Mental Health Services Adiiiinistratioii. Centei' for Deliavioral Ilealtli Statistics and Quality, Rockville. MD. 
hT,t p:,,-www.s.'im lisa.go v'data,-siic$,'dcfault/tilo s -rcpon 1943/Sho rt Rcport-1943.html Available at linked to on 7-19-2015 
Jones CM, Logan J, Ctladden RM, Bolun MK. Vital Signs: Demographic and Substanco Liso Trends Among Heroin L'sers - U nited States, 
2002-2013. MMWR Morb Mortal Wkly Rep. 2015 .Till 10:64(26):719-25. PMID: 26158353 
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Nonmedical use of opioids like heroin can produce overdose including fatal overdose 
especially when used in conjunction with other sedatives including alcohol and anti -anxiety 
medicines. People who have stopped using for a period of time, such as those who w'ere in 
treatment, have been medically withdrawn, or have been incarcerated, are especially at risk of 
overdose because their tolerance has worn off but they use amounts similar to those prior to 
cessation. When used chronically by pregnant women, both prescription opioids and heroin can 
cause withdraw'al symptoms in new’borns upon birth, and if these opioids are withdrawn during 
pregnancy, fetal harm may result. 

For these reasons, it is important to identify and treat people with prescription opioid use 
disorder quickly, ensure they are engaged in the most effective forms of evidence-based 
treatment, and make lifesaving tools like the overdose reversal antidote naloxone widely 
available. Fortunately, the treatments for heroin and prescription opioid use disorder are the 
same. The standard of care is behavioral treatment plus stabilization on one of three FDA- 
approved medicines, often called medication-assisted treatment (MAT). MAT may be tapered in 
time to produce abstinence, but a health care provider must make the decision that is right for his 
or her patient regarding w’hether to cease a medication. 

The Administration continues to focus on vulnerable populations affected by opioids, 
including pregnant women and their newborns. From 2000 to 2009 the number of infants 
displaying symptoms of drug withdrawal after birth, known as neonatal abstinence syndrome 
(NAS), increased approximately threefold nationwide.^*’ Newborns with NAS have more 
complicated and longer initial hospitalizations than other newborns.^’ Newly published data 
shows the problem nearly doubled from 2009 to 2012.’* Additionally, the study showed that 80 
percent of the cost for caring for these infants was the responsibility of state Medicaid programs 
during this time. 

The Administration is focusing on several key areas to reduce and prevent opioid 
overdoses from prescription opioids and heroin, including educating the public about overdose 
risks and interventions; increasing access to naloxone, an emergency opioid overdose reversal 
medication; and working with states to promote Good Samaritan laws and other measures that 
can help save lives. With the recent rise in opioid-involved overdose deaths across the country, it 
is increasingly important to prevent overdoses and make antidotes available. 

It is important to note in some cases traffickers are combining heroin with the synthetic 
lab-produced opioid fentanyl or an analog, presumably as a way to increase user perception of 


Epslein, R. A., Boho, W.V., Marlin. P.R.. Morrow, .T.A., Wang. W’., Chandra.sekhar, R., & Cwjper, W’.O. (2013). Increasing pregnancy-relaled 
use of prescribed opioid analgesics. .Miiials of Epidemiology, 23(8): 498-503. Retrieved tfoiii httui'/www.ncbi.nlm.iiih.uov- pubmed- 238^98.59 . 

■ ■ Patrick. S.. Schumacher. R.E., Benneyworth, B.D.. Kraus, E.E., McAllister, J.M., & Davis, VI.M. (20 1 2). Neonatal abstinence s\iidronie and 
associated healtli care expenditures: United States. 2000-2009. Journal of the r\merican Medical Association. 307(18): 1934-40. Retrieved from 
hrtx N_r'' aliuiuh ' a pub mcd/2 2 546608. 

' Patrick. SVV. Davis. .VLVl. Lcluiian. CLI, Cooper. WO. Incrcsing incidcaco and geographic distribution of neonatal abstinence syndrome: L'nited 
Stales 2009-2012. .Toumal ol Perinatology (2015): 1-6 online publication, .April .30, 2015; doi:l0.10.18.'jp.201 5. .16 
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product strength and thus user experience.™ Fentanyl can produce overdose rapidly in naive 
users and in such cases naloxone may be insufficient remedy for fentanyl or its analogs.*” 

The Administration is providing tools to local communities to deal with the opioid drug 
epidemic. In August 2013, SAMHSA released the Opioid Overdose Frevenlion I'oolkil}'^ This 
toolkit provides communities and local governments with material to develop policies and 
practices to help prevent opioid-related overdoses and deaths. It contains information for first 
responders, treatment providers, and those recovering from opioid overdose. In July 2014, 
Attorney General Holder issued a Memorandum urging Federal law enforcement agencies to 
identify, train and equip personnel who may interact with victims of an opioid overdose,*" and in 
October 2014, the Attorney General announced the launch of the Department of Justice’s 
Naloxom Toolkit to support law enforcement agencies in establishing a naloxone program.** In 
August 2014, the Administration announced that DoD was making a new commitment to ensure 
that opiate overdose reversal kits and training are available to every first responder on military 
bases or other areas under DoD’s control. And earlier this month, the Indian Health Service 
announced its own toolkit for use with American Indian and Alaskan Natives a population who 
has disparate rates of past year non-medical prescription pain reliever use (6.9 percent vs. 4.2 
percent in the rest of the population).** 


The Administration continues to promote the use of naloxone by those likely to encounter 
overdose victims and for them to be in the position to reverse the overdose, especially first 
responders and caregivers. The Administration’s FY 2016 Budget requests $12 million in grants 
to be issued by SAMHSA to states to purchase naloxone, equip first responders in high-risk 
communities, and provide education and the necessary materials to assemble overdose kits, as 
well as cover expenses incurred from dissemination efforts. Profiled in the 2013 National Drug 
Control Strategy, the Quincy Massachusetts Police Department has partnered with the State 
health department to train and equip police officers to resuscitate overdose victims using 
naloxone. The Department reports that since October 2010, officers in Quincy have administered 
naloxone In more than 382 overdose events, resulting in 360 successful overdose reversals.*” In 
the past year, we have witnessed an exponential expansion in the number of police departments 
that are training and equipping their police officers with naloxone. They now number in the 
hundreds. 


Notes from the field: iiicrcase in fcntaayl-related overdose deaths - Rhode Island. November 2013-.VIareh 2014. 
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Extraordinary collaboration is taking place in rural and suburban communities such as 
Lake County, Illinois. As part of the Lake County Heroin/Opioid Prevention Taskforce, the Lake 
County State’s Attorney has partnered with various county agencies, including the Lake County 
Health Department; drug courts; police and fire departments; health, advocacy and prevention 
organizations; and local pharmacies to develop and implement an opioid overdose prevention 
plan.*’ Since July 2014, the Lake County Health Department has trained more than 34 police 
departments, 27 of which are carrying naloxone. As of February 2015, the Lake County Health 
Department had trained 828 police officers and 200 sheriff s deputies to carry and administer 
naloxone, and more departments have requested this training.** 

Prior to 2012, just six states had any laws which expanded access to naloxone or limited 
criminal liability. Today, 35 states*® and the District of Columbia have passed laws that offer 
criminal and/or civil liability protections to lay persons or first responders who administer 
naloxone. Twenty-four states®® have passed laws that offer criminal and/or civil liability 
protections for prescribing or distributing naloxone. Thirty-three states®* have passed laws 
allowing naloxone distribution to third-parties or first responders via direct prescription or 
standing order. ONDCP is collaborating with state health and law enforcement officials to 
promote best practices and connect officials interested in starting their own naloxone programs. 
The odds of surviving an overdose, much like the odds of surviving a heart attack, depend on 
how quickly the victim receives treatment. Twenty-five states®’ and the District of Columbia 
have passed laws which offer protections from charge or prosecution for possession of a 
controlled substance and/or paraphernalia if the person seeks emergency assistance for someone 
that is experiencing an opioid induced overdose. As these laws are implemented, the 
Administration will carefully monitor their effect on public health and public safety. 

The Affordable Care Act and Federal parity laws are extending access to mental health 
and substance use disorder benefits for an estimated 62 million Americans.®’ This represents the 
largest expansion of treatment access in a generation and could help guide millions into 
successful recovery. The President’s FY 2016 budget request includes $1 1 billion for treatment, 
a nearly seven percent increase over the FY 2015 funding level. 

It is essential to identify and engage people who use prescription opioids non-medically 
early because the risks of being infected with HIV or hepatitis C increases dramatically once 
someone transitions to injection drug use. It is much less expensive to treat a person for just a 
substance use disorder early using evidence-based treatment, rather than to treat a person with a 
substance use disorder and provide lifetime treatment for HIV or a cure for hepatitis C. 
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Medication-assisted treatment should be the recognized standard of care for opioid use 
disorders. Research shows that even heroin users can sustain recovery if treated with evidence- 
based methods. Studies have shown that individuals with opioid use disorders have better 
outcomes with maintenance MAT.^'* Yet for too many people, it is out of reach. For instance, 
only 26.2 percent (3,713) of treatment facilities provided treatment with methadone and/or 
buprenorphine.’^ Treatment programs are too often unable to provide this standard of care, and 
there is a significant need for medical professionals who can provide MAT in an integrated 
health care setting. 

Medicines for opioid use disorder containing buprenorphine are important advancements 
that have only been available since Congress passed the Drug Addiction Treatment Act of 2000 
(DATA 2000). They expand the reach of treatment beyond the limited number of heavily 
regulated Opioid Treatment Programs that generally dispense methadone. Also because 
physicians who have taken the training to administer the medicines are allowed to treat patients 
in an office-based setting, it allows patient care to be integrated with mainstream medicine. 
Injectable naltrexone offers similar advantages but only to patients who have been abstinent from 
opioids for 7- 1 0 days. Special training required by DATA 2000 for prescribing buprenorphine is 
not required for injectable naltrexone. 

We need to increase the number of physicians who can prescribe buprenorphine, when 
appropriate and the numbers of providers offering injectable naltrexone. Of the more than 
877,000 physicians who can write controlled substance prescriptions, only about 29,194 have 
received a waiver to prescribe office-based buprenorphine. Of those, 9,01 1 had completed the 
requirements to serve up to 100 patients. The remainder can serve up to 30. Although they are 
augmented by an additional 1,377 narcotic treatment programs, far too few providers elect to use 
any form of medication-assisted treatment for their patients.’^ Injectable naltrexone was only 
approved for use with opioid use disorders in 2012, and little is known about its adoption outside 
specialty substance use treatment programs but use in primary care and other settings are 
possible. To date only about 3 percent of U.S. treatment programs offer this medicine for opioid 
use disorder.®^ Education on the etiology of opioid abuse and clinician interventions is critical to 
increasing access to treatments that will stem the tide of opioid misuse and overdose. 

And there are some signs that these national efforts are working with respect to the 
prescription opioid problem. The number of Americans 12 and older initiating the nonmedical 
use of prescription opioids in the past year has decreased significantly since 2009, from 2.2 
million in that year to 1.5 million in 2013.’* Additionally, according to the latest Monitoring the 
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Future survey, the rate of past year use among high school seniors of OxyContin or Vicodin in 
2014 is its lowest since 2002.“^’ 

However, while all of these trends are promising, the national data cited earlier 
concerning increases in emergency department visits, treatment admissions, and overdoses 
involving opioids bring the task ahead of us into stark focus. Continuing challenges with 
prescription opioids, and concerns about a reemergence of heroin use, particularly among young 
adults, underscore the need for leadership at all levels of government. 

Conclusion 

We continue to work with our Federal, state, local, and tribal partners to continue to 
reduce and prevent the health and safety consequences of nonmedical prescription opioid and 
heroin use. Together with all of you, we are committed partners, working to reduce the 
prevalence of substance use disorders through prevention, increasing access to treatment, and 
helping individuals recover from the disease of addiction. Thank you for the opportunity to 
testify here today, and for your ongoing commitment to this issue. 1 look forward to continuing 
to work with you on this pressing public health matter. 
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Mr. Sensenbrenner. Thank you, Mr. Botticelli. 

Mr. Riley? 

TESTIMONY OF JOHN (JACK) RILEY, ACTING DEPUTY 
ADMINISTRATOR, DRUG ENFORCEMENT ASSOCIATION 

Mr. Riley. Chairman Sensenhrenner, Chairman Goodlatte, Con- 
gressman Chu, and distinguished Members of the Subcommittee, 
Blanks for the opportunity to discuss heroin, its use and avail- 
ability, and DEA’s response. 

DEA’s single mission is enforcing the Controlled Substances Act, 
and heroin has always been a major focus of our efforts over the 
years. Sadly today, 120 Americans will die as a result of drug over- 
dose. Heroin and prescription painkillers cause over half of those 
fatalities. Accordingly, DEA views the opioid addiction epidemic as 
really the number-one problem facing the country. 

I have been with DEA almost 30 years, and I have to tell you 
I have never seen it this bad. Heroin destroys individuals, families, 
and communities. The vast majority of the heroin abused in the 
United States is manufactured outside of our country and smug- 
gled across our Southwest border. In recent years, we have seen an 
increase in poppy cultivation and heroin production in Mexico. As 
a result, Mexican heroin is more prevalent on our streets today, ac- 
counting for approximately half of the domestic supply. 

The role of Mexican organized crime is unprecedented, which is 
why DEA’s relationship with our Mexican counterparts and our 
presence along the border is so vital. DEA is addressing this evolv- 
ing threat by targeting the highest-level traffickers and the vicious 
organizations they run. I have personally spent the bulk of my ca- 
reer chasing the man I consider to be the most dangerous heroin 
dealer in the world, Chapo Guzman. He and his Sinaloa Cartel 
dominate the U.S. heroin market. 

DEA focuses its resources on disrupting and dismantling these 
organizations, both at home and abroad. That means targeting the 
intersections between Mexican organized crime and violent urban 
gangs distributing the heroin on their behalf. The relationship be- 
tween these two criminal entities can only be described as dan- 
gerous and toxic. 

Heroin can be found in virtually every corner of our country, in 
places I have never seen it before, large and small, urban and 
rural. Today, heroin is far different than it was just 5 years ago. 
It is cheaper, higher in purity, and can be smoked and snorted, 
much like powder cocaine. Unfortunately, there is no typical heroin 
addict. The problem transcends all demographic and social/eco- 
nomic lines. 

Knowing this drug is a source of so much violence in our commu- 
nities is really what keeps me up at night. I know from experience 
the more we do to reduce drug crime, the more we will do to reduce 
all violent crime. While Special Agent in Charge of the Chicago 
Field Division, we developed a model of cooperation and collabora- 
tion that I believe is making a difference there and across the coun- 
try. The Chicago Heroin Strike Force began with a shared belief 
among Federal, state, and local law enforcement, political leaders, 
community leaders, and prosecutors that together we could effec- 
tively target violent heroin organizations trafficking in heroin. 
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As a result of our efforts, seizures dramatically increased, as did 
the number of arrests and convictions of drug traffickers, primarily 
those connected to violence. We also dismantled criminal organiza- 
tions responsible for the distribution of hundreds, even thousands 
of kilos of heroin and other drugs. Consequently, we made our com- 
munities safer. 

This new and innovative strategy also allows us to work to the 
street level to prevent violent crime, while at the same time to pur- 
sue the investigation into the highest level of cartel leadership, 
wherever that takes us. We are actively looking to make this a 
DEA model across the country. 

Just as we cannot separate violence from drugs, we cannot sepa- 
rate controlled prescription drug abuse from heroin. As a result, 
DEA has established highly effective tactical diversion squads 
across the country, 66 in total, as part of the commitment to target 
the critical nexus between the diversion of prescription drugs and 
heroin. Indeed, we are taking steps to remove unwanted, unneeded 
and expired prescription drugs from medicine cabinets. In fact, on 
September 26, 2015, DEA will host its 10th national take-back ini- 
tiative. 

I know firsthand these threats are an urgent challenge and a 
danger to the communities and the lives of our citizens, but law en- 
forcement is not the sole answer. Prevention, treatment, education 
and awareness are critical to our success. Everybody plays a role 
in this problem, from parents, community leaders, educators, faith- 
based organizations, coaches and athletics, and the medical com- 
munity. This is a marathon, not a sprint, but together we will 
produce the results you seek and the American people demand. 
Thank you. 

[The prepared statement of Mr. Riley follows:] 
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Statement of Jack Riley 
Acting Deputy Administrator 
Drug Enforcement Administration 
Before the 

Subcommittee on Crime, Terrorism, Homeland Security, and Investigations 
Committee on the Judiciary 
U.S. House of Representatives 
July 28, 2015 


INTRODUCTION 

Chairman Sensenbrenner, Ranking Member Jackson Lee, and distinguished Members of 
the Subcommittee, on behalf of the approximately 9,000 employees of the Drug Enforcement 
Administration (DEA), thank you for the opportunity to discuss heroin use, its availability here 
in the United States and the DEA’s response to the threat. 

Drug overdoses are the leading cause of injury-related death here in the United States, 
eclipsing deaths from motor vehicle crashes.' There were over 43,000 deaths in 2013, or 
approximately 120 per day, over half of which involved either a prescription painkiller or heroin. 
These are our family members, friends, neighbors, and colleagues. 

Overdose deaths involving heroin are increasing at an alarming rate having almost tripled 
since 2010. Today’s heroin at the retail level costs less and is more potent than the heroin that 
DEA encountered a decade ago. It comes predominantly across the Southwest Border (SWB) 
and is produced with greater sophistication from powerful transnational criminal organizations 
(TCOs) like the Sinaloa Cartel. These Mexican-based TCO’s are extremely dangerous and 
violent and continue to be the principal suppliers of heroin to the United States. 

DEA is addressing the threat both internationally and domestically. DEA prioritizes its 
resources by identifying and targeting the world’s biggest and most powerful drug traffickers, 
designated as Consolidated Priority Organization Targets (CPOTs), as well as other Priority 
Target Organizations (PTOs). We partner internationally with our foreign host-nation 
counterparts through our Sensitive Investigative Unit (SIU) and Bilateral Investigations Units 
(BIU) programs. 

Domestically, our enforcement teams are targeting heroin distribution cells which have 
become an increasing threat to the safety and security of our communities due to their increasing 
alliances with Mexican TCOs. By partnering with Federal, state, and local law enforcement, 
through programs such as the High Intensity Drug Trafficking Areas (HIDTA) program, the 
Organized Crime Drug Enforcement Task Force (OCDETF) regions, etc., we are identifying and 
disrupting these drug traffickers. During FY 2014, DEA initiated 2,049 heroin cases, an increase 
of 141% over the number opened in 2007. In addition, our tactical diversion squads (TDS) are 
identifying those individuals in the prescription drug supply chain who are diverting controlled 


’ Centers for Disease Control and Prevention, Web-based Injurv' Statisties Quert' and Reporting System (WISQARS) fonlinel, 
(2014), available at: hlip:/ '\v\v'.v.ctic.otiv/iiii»iv \vistuiri>./ia Uil.hliTt]. 
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prescription drugs (CPDs). Once identified, the TDSs use administrative, civil, and criminal 
tools to bring these individuals to justice. 

Finally, on September 9, 2014, DEA issued a final rule titled “Disposal of controlled 
substances” to help focus national attention on the issue of nonmedical use of prescription drugs 
and related substance use disorders (SUDs), promote awareness that one source of these drugs is 
often the home medicine cabinet, and provide a safe and legal method for the public to dispose of 
unwanted CPDs through DEA’s National Drug Take Back Initiative (NTBI). Since 2010, DEA 
has sponsored nine Take Back events and recently announced its intent to reinstitute NTBI in the 
future. 

CURRENT ASSESSMENT OF THE THREAT 

Increased demand for, and use of heroin is being driven by both increasing availability of 
heroin in the U.S. market and by individuals with opioid use disorders using heroin. Individuals 
with opioid use disorders who begin using heroin do so because of price differences (i.e., heroin 
is less expensive), but also because of increasing heroin availability relative to opiate based 
CPDs as well as the reformulation of OxyContin®, a highly sought opioid.^ 

Heroin overdose deaths are increasing in many cities and counties across the United 
States, but particularly in the Mid-Atlantic, New England, New York/New Jersey Regions, 
certain parts of Appalachia, and areas of the Midwest. Possible reasons for these increases in 
overdose deaths include an overall increase in heroin use; high purity batches hitting certain 
markets causing unintentional overdose; an increase in new heroin initiates (many of whom may 
be inexperienced); nonmedical use of prescription opioids initiating use of heroin; and the 
addition of extremely potent adulterants such as fentanyl in certain markets. 

According to the DEA’s 2015 National Drug Threat Survey (NDTS), 38 percent of law 
enforcement respondents reported that heroin was the greatest drug threat in their area; more than 
any other drug. Since 2007, the percentage of NDTS respondents reporting heroin as the greatest 
threat has steadily grown, from 8 percent in 2007 to 38 percent in 2014. The OCDETF regions 
with the largest number of respondents ranking heroin as the greatest drug threat were the Mid- 
Atlantic, Great Lakes, New England, and New York/New Jersey. 

Data from the National Seizure System (NSS), demonstrates that domestic heroin 
seizures have increased 81 percent over five years, from 2,763 kilograms In 2010 to 5,014 
kilograms in 2014, Traffickers are also transporting heroin in larger amounts. The average size 
of a heroin seizure in 2010 was 0.86 kilograms; in 2014, the average heroin seizure was 1.74 
kilograms. According to the DEA’s National Forensic Laboratory Information System, which 
collects drug identification results from drug cases submitted to and analyzed by Federal, state, 
and local forensic laboratories, there has been a 37 percent increase in heroin samples analyzed 
from 2009 to 2013 (from 108,778 to 149,479 samples). 


^ Cicero, Theodore J., PhD; Matthew S. Ellis, MPE; Hilan^L. Surratt. PhD; Steven P. Kurtz, PliD, The Changing Face of Heroin 
Use in Ihe United StaLesi A Retrospective Analysis of the Past 50 Years, July 2014. 
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AVAILABILITY OF HEROIN FOR THE U.S. MARKET 

There are four major heroin-producing areas in the world, but heroin bound for the U.S. 
market originates predominantly from Mexico, and to a lesser extent, Colombia. The heroin 
market in the United States has been historically divided along the Mississippi River, with 
western markets using Mexican black tar and brown powder heroin, and eastern markets using 
white powder which, over the last two decades has been sourced primarily from Colombia. The 
largest, most lucrative heroin markets in the United States are the white powder markets in major 
eastern cities: New York City and the surrounding metropolitan areas, Philadelphia, Chicago, 
Boston and its surrounding cities, Washington, D.C., and Baltimore. With the growing number 
of individuals with an opioid use disorder in the United States, Mexican TCOs have seized upon 
a business opportunity to increase their profits. Mexican TCOs are now competing for the East 
Coast and Mid-Atlantic markets by introducing Mexican brown/black tar heroin as well as by 
developing new techniques to produce highly refined white powder heroin. 

DEA has also seen a 50 percent increase in poppy cultivation in Mexico primarily in the 
State of Guerrero and the Mexican “Golden Triangle” which includes the states of Chihuahua, 
Sinaloa, and Durango. The increased cultivahon results in a corresponding increase in heroin 
production and trafficking from Mexico to the United States, and impacts both of our nations, by 
supporting the escalation of heroin use in the United States, as well as the instability and 
violence growing throughout areas in Mexico. 

TRAFFICKING ALONG THE SOUTHWEST BORDER (SWB) 

The majority of Mexican and Colombian heroin bound for the United States is smuggled 
into the United States via the SWB, and heroin seizures at the border have more than doubled, 
from 846 kilograms in 2009 to 2,188 kilograms in 2014.'’ During this time, the average seizure 
also increased from 2.9 kilograms to 3.8 kilograms. The distribution cells and the Mexican and 
South American traffickers who supply them are the main sources of heroin in the United States 
today. The threat of these organizations is magnified by the high level of violence associated 
with their attempts to control and expand drug distribution operations. 

USE AND DEMAND 

According to the 20 1 3 National Survey on Drug Use and Health (NSDLIH), 6.5 million 
people over the age of 12 used psychotherapeutic drugs for non-medical reasons during the past 
month - of these, 4.5 million reported non-medical use of prescription opioids. This represents 
26 percent of illicit drug users and is second only to marijuana in terms of popularity. There are 
more current users of psychotherapeutic drugs for non-medical reasons than current users of 
cocaine, heroin, and hallucinogens combined. 

In 2013, 169,000 persons aged 12 or older used heroin for the first time within the 
previous 12 months. Among recent initiates aged 12 to 49, the average age for first-time heroin 


^ Drug Enforcement Administration, Unclassified Summarv', 2015 National Drug Threat Assessment, Pg. 10, available at: 
j.i! !u:,- v,\ v\\.dea.^ov 2esouree-cenlcr/dir-ndla-unelass.pdi. 
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use was 24.5 years, which was similar to the 2012 estimate (23.0 years).”' Notably, a special 
analysis of NSDUH data indicates that 86 percent of heroin initiates between the ages of 12 and 
49 in 2009-201 1 had previously used pain relievers non-medically.”’ While the number of CPD 
abusers initiating heroin use is a small percentage of the total number of CPD abusers from 2002 
to 2011, it represented a large percentage of new heroin initiates. 

Black-market sales for CPDs are typically five to ten times their retail value. DEA 
intelligence reveals the “street” cost of prescription opioids steadily increases with the relative 
strength of the drug. For example, generally, hydrocodone combination products (a Schedule 11 
prescription drug and also the most prescribed CPD in the country)* can be purchased for $5 to 
$7 per tablet. Slightly stronger drugs like oxycodone combined with acetaminophen (e g., 
Percocet) can be purchased for $7 to $10 per tablet. Even stronger prescription drugs are sold for 
as much as $1 per milligram (mg). For example, 30 mg oxycodone (immediate release) and 
30 mg oxymorphone (extended release) cost $30 to $40 per tablet. These increasing costs make 
it difficult to purchase in order to support the addiction, particularly when many first obtain these 
drugs for free from the family medicine cabinet or friends. Data from the National Survey on 
Drug Use and Health show that the more chronic an opioid use disorder becomes, the more 
likely the individual is to buy opioid drugs from a dealer.’ Not surprisingly, some users of 
prescription opioids turn to heroin, a much cheaper opioid, generally $ 1 0 per bag, which 
provides a similar “high” and keeps individuals with opioid use disorders from experiencing 
painful withdrawal symptoms. This cycle has been repeatedly observed by law enforcement 
agencies. For some time now, law enforcement agencies across the country have been 
specifically reporting an increase in heroin use by those who began using prescription opioids 
non-medically,* 

Healthcare providers as well as those abusing CPDs are confirming this increase. 
According to some reporting by treatment providers, many individuals with serious opioid use 
disorders will use whichever drug is cheaper and/or available to them at the time. Individuals 
with opioid use disorders are known to switch back and forth between prescription opioids and 
heroin, depending on price and availability. Individuals with opioid use disorders who have 
recently switched to heroin are at high risk for accidental overdose. Unlike with prescription 
drugs, heroin purity and dosage amounts vary, and heroin is often cut with other substances (e.g. 


Substance Abuse and Mental Health Services Administration, Results from the 2013 National Survey on Drug Use ami Health: 
Summaiy ofXaiumal h'inding.w NSDUI I Series I M8, 1 II IS Publication No. (SMA) 14-4863. Kockville, Ml): Substance Abuse 
and Menial Heallh Services Adiniiiisiralion. 2014. 

^ Muhuri, P.K., Gfrocrer I, & Davies, C. (2013). Associations of Nomncdical Pain Reliever Use and Initiation of Heroin Use in 
the United States. CHI ISQ Data Review. Center for BeliavHoral I lealth Statistics and Qiialitv, Substance Abuse and Mental 
Health Services Administration, http:/-'wwAv.5anihsa.eow'data-’sitc3.-'dcfault’Tiica-'DR006.'DROOG 'nonmodicai-pain-rclicvcf-usc- 
2013.h tin. 

^ On October 6, 2014, DEA published a linal rule in Ihc Fetieral Register lo move hydrocodone combination products from 
Schedule 111 to Schedule ll. as recommended by the Assistant Secretary' for I lealth of the U.S. Department of I lealth and I luman 
Services. 

' SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2012-2013. 
Unpublished special tabulations (March 2015). 

^ U.S. Department of Justice, Drug Enforcement Administration, 2015 National Hemin Threal Assessment Summary, DEA 
Intelligence Report, April, 2015, available at: 

hifp:.(i\vww.dca.^ov(divisiqna'hc]/2pi.5;'hq0522i 5 Natio nal H ertiin Threat As sessnienl. Simimavv.pdf. 
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fentanyl), all of which could cause individuals with lower tolerance to higher potency opioids to 
accidentally overdose.’ 

Some CPD users become dependent on opioid medications originally prescribed for a 
legitimate medical purpose.*’ A Substance Abuse and Mental Health Services Administration 
(SAMHSA) study found that four out of five recent new heroin users had previously used 
prescription pain relievers non-medically, although a very small proportion (3.6%) of those 
initiated heroin use in the following five-year period.** The reasons an individual may shift from 
one opiate to another vary, but today’s heroin is higher in purity, less expensive, and often easier 
to obtain than illegal CPDs. Higher purity allows heroin to be smoked or snorted, thereby 
circumventing a barrier to entry (needle use) and avoiding the stigma associated with 
injection. However many who smoke or snort are vulnerable to eventually injecting. Heroin 
users today tend to be younger, more affluent, and more ethnically and geographically diverse 
than ever before.*’ 

FENTANYL AND FENTANYL ANALOGEES 

DEA has become increasingly alarmed over the addition of fentanyl into heroin sold on 
the streets as well as the use of fentanyl analogues such as acetyl fentanyl. One of the most 
potent Schedule II narcotics which is 25 to 40 times more potent than heroin,*’ fentanyl presents 
a serious increased risk of overdose death for a heroin user. In addition, this drug can be 
absorbed by the skin or inhaled, which makes it particularly dangerous for law enforcement 
officials who encounter the substance during the course of an enforcement operation. On March 
1 8, 20 1 5, DEA issued a nationwide alert to all U S. law enforcement officials about the dangers 
of fentanyl and fentanyl analogues and related compounds. In addition, due to a recent spike in 
overdose deaths related to the use of acetyl fentanyl; on July 17, 2015, DEA used its emergency 
scheduling authority to place acetyl fentanyl in Schedule I of the Controlled Substances Act 
(CSA). 


’’ Stephen E. Lankcnaii, Michelle Tcti. Karol Silv,a, Jennifer Jackson Blooni, Alex Harocopos, and Meghan Treese, Initiation into 
Prescription Opioid Misuse Among Young Iiijectioii Drug Users, Int J Drug Policy, Author manuscript: available in PMC 201.1 
Jan 1. Published in iinal edited ibrm as: Int JDrug Policy, 2012 Jan; 23 ( 1 ): 37-44. Published online 2011 Jun 20. doi: 
1016/j.drugpo.201 1,05, 014. and; Mars SG, BoiirgoisP.Karandinos G, Montcro F, Ciccaronc D., “Bvery ‘Never’ I Ever Said 
Came True”: Transitions l-'rom Opioid Pills to I leroin Injecting, Int J Drug Policy, 2014 Mar;25(2):257-66. doi: 
10.1016/j.drugpo.2013,10,004. Epub 2013 Oct 19. 

Pain, 201 5 Apr: 1 56(4): 569-76, doi: 1 0.1 097 .-'Ol .j.pain.0(K)O46O357.()1 998 . fl . Rates of opioid misuse, abuse, and addiction in 
chronic pain: a svstematic review and data synthesis. Vowles KEl, McEnlee ML. Julnes PS, Frohe T, Ney JP, van der Goes DN. 

Substance Abuse and Mental Health Services Administration, Associations of Nonmedical Pain Reliever L'se 
and Inilialion ol Heroin l. se m ihe IJniled Stales, Department of I lealth and I lurnan Services, [August 2()11J. available at: 

I’t'ji A milt J 'jn ditj 2k n D al a.R evie w,-D R006.'n onmedical-pain-re]iev er -use -20 13.pdi . 

Ciccro. T.. Ellis. M.. Surratt JI. Kurtz, S. The Changing Face of Heroin Use in the United States: A Retrospective Analysis of 
the Past 50 Years. July. 2014. 

' ’ Centers for Disease Control. Emergency Response Saiely and Health Database. FENTANYL: Ineapaeilating Agent, 

http :,'A\Av\v.cdc. gov Thosh'crshdb.-cmcrgcncvrcsponsccard 2975(X’>22.html . accessed March 19, 2015: U.S. Department of Justice, 

Drug Enibrcemenl Administration, Oiiiee of Diversion Control. Drug & Chemical Evaluation Section. Fentanyl, March 2015. 
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DEA’s RESPONSE TO THE CURRENT HEROIN AND OPIOID THREAT 

Anti-Heroin Task Force Program 

As directed by Congress, the Department of Justice hasjoined with the Office of National 
Drug Control Policy (ONDCP) to convene an interagency task force to confront the growing use, 
abuse, and trafficking of heroin in America. DEA and more than 28 Federal agencies and their 
components are actively participating in this initiative. The task force expects to have a strategic 
plan for the President and Congress by the end of 2015. 

Iniernational Enforcement: Sensitive Investigative Units 

Funds requested for International Drug Enforcement Priorities will be used to support and 
expand a key element of DEA’s international efforts: the Sensitive Investigative Unit (STU) 
program. DEA’s SIU program, nine of which are in the western hemisphere, helps build 
effective and vetted host nation units capable of conducting complex investigations targeting 
major TCOs. DEA currently mentors and supports 13 SlUs, which are staffed by over 900 
foreign counterparts. The success of this program has unquestionably enhanced DEA’s ability to 
fight drug trafficking on a global scale. 

International Enforcement: Bilateral Investigations Units 

Bilateral Investigations Units (BIUs) are one of DEA’s most important tools for 
targeting, disrupting, and dismantling significant TCOs. The BIUs have used extraterritorial 
authorities to infiltrate, indict arrest, and convict previously “untouchable" TCO leaders 
involved in drug trafficking. 

Domestic Enforcement: Tactical Diversion Squads 

DEA Tactical Diversion Squads (TDSs) investigate suspected violations of the CSA and 
other Federal and state statutes pertaining to the diversion of controlled substance 
pharmaceuticals and listed chemicals. These unique groups combine the skill sets of Special 
Agents, Diversion Investigators, and a variety of state and local law enforcement agencies. They 
are dedicated solely to investigating, disrupting, and dismantling those individuals or 
organizations involved in diversion schemes (e g., “doctor shoppers,” prescription forgery rings, 
and practitioners and phannacists who knowingly divert CPDs). Since September 30, 2014, 

DEA has deployed 66 Tactical Diversion Squads (TDS) in 41 states, the District of Columbia, 
and Puerto Rico. Case initiations increased from 691 in 2005 to 1,727 in 2014, while arrests 
increased from 105 in 2005 to 2,418 in 2014. 

Domestic Enforcement: Regidatory Investigations 

When the DEA was established in 1973, DEA regulated 480,000 registrants. Today, 

DEA regulates more than 1.58 million registrants. The expansion of the TDS groups has 
allowed Diversion Groups to concentrate on the regulatory aspects of enforcing the CSA. DEA 
has steadily increased the frequency of compliance inspections of specific registrant categories 
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such as manufacturers (including bulk manufacturers), distributors, pharmacies, importers, 
exporters, and narcotic treatment programs. This renewed focus on oversight has enabled 
D£A to take a more proactive approach to educating registrants of their corresponding 
responsibilities under the CSA and its implementing regulations. 

NatiotiaJ Drug Take Back Initiative (NTBI): 

On September 25, 20 1 0, DEA began coordinating NTBIs to help focus national attention 
on the issue of nonmedical prescription drug use; promote awareness that one source of these 
drugs is often the home medicine cabinet; and provide a safe and legal method for the public to 
dispose of unwanted CPDs. These “take back” events were sponsored by the DEA while it 
prepared regulations that established permanent disposal methods, which was published on 
October 6, 2014. Since its first National Take Back Day in September of 2010, DEA has 
collected more than 4. 1 million pounds (over 2,100 tons) of prescription drugs throughout all 50 
states, the District of Columbia, and several U S. territories. 

CONCLUSION 

The supply of heroin entering the United States feeds the increasing user demand for 
opioids which has been spurred, in part by the rise of nonmedical prescription opioid use and 
untreated substance use disorders. It is likely that this demand will continue to be met primarily 
by Mexican-based TCOs who are pushing to expand their profits, DEA will continue to address 
this threat by attacking the crime and violence perpetrated by the Mexican-based TCOs which 
have brought tremendous harm to our communities. Additionally, DEA’s Office of Diversion 
Control will use all criminal and regulatory tools possible to identify, target, disrupt, and 
dismantle individuals and organizations responsible for the illicit manufacture and distribution of 
pharmaceutical controlled substances in violation of the CSA. The Anti-Heroin Task Force will 
develop a comprehensive strategy that will combine education; law enforcement; treatment and 
recovery; and a coordinated community response. 
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Mr. Sensenbrenner. Thank you, Mr. Riley. 

Ms. Parr? 

TESTIMONY OF NANCY G. PARR, COMMONWEALTH’S 
ATTORNEY, CITY OF CHESAPEAKE, VA 

Ms. Parr. Mr. Chairman, Members of the Committee, I appre- 
ciate the opportunity to he here today and to speak to you. 

For the past 12 to 18 months, I have learned a great deal about 
drug overdose deaths, prescription and illegal drugs, and part of 
that is because I serve on the State Child Fatality Review Team 
and we are reviewing poisonings of our youth, and that includes 
narcotics, and also with a number of adult overdose deaths in my 
city. 

For the past 30 years as a prosecutor, I have learned a lot about 
distributing drugs, and I have learned about simply possessing 
drugs. There is a difference. There is a big difference. 

For the past 30 years as a prosecutor, I have learned a lot about 
property crimes, public safety, and what victims of crimes and law- 
abiding citizens expect and deserve from their local law enforce- 
ment and from their state law enforcement. 

I appreciate the hold that drugs have on some people. We may 
all have family or friends, or friends who have children who are ad- 
dicted to either prescription drugs or heroin or cocaine. I appreciate 
the pain that they experience for what they go through. And I ap- 
preciate that very few people who are addicted to drugs or to any- 
thing can break the cycle of addiction by themselves and alone. But 
I also know that many of them die alone. 

And I also know that we all want to save lives. 

Users, whether they are incarcerated or not, should have access 
to good, affordable treatment. Dealers should be incarcerated. Store 
owners should not have their merchandise stolen by addicts who 
are in there stealing to support their habit. Law-abiding citizens 
should be able to live peacefully in their homes and in their neigh- 
borhoods without dealers servicing their clients on the street cor- 
ners, in the parking lots, or in the house next door. And they 
should also not be subject to being in the middle of the crossfire 
when the wars break out amongst the gangs and the drug dealers 
over who is going to run what street corner or what street. We 
have innocent people being shot and killed throughout this country 
because of drug dealers engaging in gunfire. 

The generations before us did not find a way to stop drug use 
or abuse, and I don’t think anybody realistically thinks that this 
generation is going to do so either. But we can all work together 
to diminish the devastation of the impact of the drugs. 

Now, all of the disciplines involved in this have to be at the table 
because I am a prosecutor, I am not a therapist. I don’t know what 
therapies work. I can listen and I can learn. So we all have to be 
at the table. 

The comprehensive Addiction and Recovery Act I support very 
strongly, and I have permission from the National District Attor- 
neys Association to state that the Association supports it also be- 
cause of the three important things: the connection between pre- 
scription drugs and heroin use; alternative evidence-based pro- 
grams for incarcerated veterans; substance abuse and mental 
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health. They often go hand in hand together. And grants for money 
for naloxone for local law enforcement. 

There are five components that I see, and each one serves a very 
valid purpose: prevention, intervention, treatment, diversion, and 
incarceration. 

Thank you. 

[The prepared statement of Ms. Parr follows:] 



OmcE or THE Commonwealth's Attorney 
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Mr. Chairman, and distinguished members of the Subcommittee on Crime, Terrorism, Homeland 
Security and Investigations: 

Thank )'ou for the opportunity to appear today to discuss the important topic of the abuse 
of heroin and other dangerous drugs. It is an honor and a privilege to be invited to offer input on 
an issue that is impacting my city and my state. 

I- Introd uction 

In the past twelve months, I have read, studied, diseussed, debated, learned, argued about 
and compromised on what are the better ways to address the growing heroin use and prescription 
drug abuse in the Commonwealth of Virginia. I use the word “better” as opposed to “best” 
because the past twelve months have not convinced me that there is one, across the board, 
solution, prevention or intervention. 

Serving on the Governor’s Task Force on Prescription Drug and Heroin Abuse, on the 
State Child Fatality Review Team, and as President of the Virginia Association of 
Commonwealth’s Attorneys, I have listened to and spoken about concerns and ideas to address 
this problem. I appreciate this opportunity to share some of this information. 

II. Increase 

In Chesapeake, Virginia, fatal drug overdose increased 72% from 2013 to 2014 and non- 
fatal overdoses increased 64% for the same period. The statistics for the first six months of 2015 
appear to be stable for the fatal overdoses and higher for the non-fatal overdoses. 

In reviewing autopsies for 2014 and 2015 deaths involving drug overdoses, I found that 
there have been twenty such deaths since January 2014. Eleven were male and nine were 
female. Ages ranged from 1 8 to 59 with the largest number in the 30’s. Eleven died in their own 
homes apparently alone at the time. Ten had prior contact with the criminal justice system and 
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two of the ten were on bond. The prior criminal charges include DUI, domestic assault, robbery, 
burglary, malicious wounding, PWID, and simple possession. Not all twenty included heroin in 
the cause of death. However, ten did involve heroin. For the remaining ten, cause of death for 
five was fentanyl (had been bought as heroin), for one was methadone (no valid prescription), for 
one was prescription drugs, and for three was cocaine (including one with fentanyl). 

According to my local law enforcement, the price of heroin has decreased by 50% or 
more because of the increase in supply and availability. Today’s heroin is stronger and often 
deluded (cut) with other drugs (often Fentanyl aka “Drop Dead”). In Chesapeake, in a relatively 
short period of time, crack cocaine is becoming less common and heroin is becoming more 
common. 

In Virgirua, the statistics ate overwhelming. According to the Office of the Chief 
Medical Examiner, each year approximately 70% of all drug deaths are due to one or more 
opiates (heroin and/or prescription drugs). In 2013, drug deaths became the number one (n=912) 
method of deatli in Virginia. Almost 82% of these deaths were determined to be accidental and 
only ,1% homicide.' Kathrin Hobron, MPH, Statewide Forensic Epidemiologist, has advised me 
that this number could surpass 1,000 for 2014. 

Also, in 2013, over 42% of the drug deaths in Virginia were caused by prescription drugs. 
Fentanyl, hydrocodone, methadone, and oxycodone (FHMO) were found to be partly or wholly 
responsible for 386 dmg only deaths in 2013. Oxycodone was the most commonly used FHMO 
resulting in deafh.^ 


‘ Office of the Chief Medical Examiner’s Annua! Report, 2013, Commonwealth of Virginia, Virgmia Department of 
Health, created by Kathrin Hobron, MPH, January 2015, p. 160. 

http'.//wm¥.vtlh. virginia.gov/medExam/Reports.btm 

^itf. atlS5. 
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I believe that the statistics regarding prescription drugs are important and carmot be 
overlooked because I have heard many testimonials about the progression from prescription 
drugs to heroin use. Parents who have lost a child to heroin have described how tlieir child 
suffered an injury, was prescribed a narcotic pain reliever, became addicted and moved to heroin. 
Recovering heroin addicts have described being injured and being prescribed a narcotic pain 
reliever with little monitoring and no detoxification. 

Ill- Change 

Changes are being made in Virginia and, hopefully, we are moving in the right direction. 
In 2015, the Virginia General Assembly enacted statutes that address some of the concerns 
presented at forums across Virginia and to the Governor’s Task Force on Prescription Drug and 
Heroin Abuse. 

Section 54.1-3408 of the Code of Virginia, as amended, was expanded to allow a 
phamacist to dispense naloxone or other opioid antagonist pursuant to an order issued by a 
prescriber and in accordance with protocols and to allow a person to possess and administer 
naloxone or other opioid antagonist to a person who is, or is about to, experience a life- 
thieatening overdose. This statute also allows law enforcement officers and firefighters who 
have completed a training program to possess and administer naloxone. 

This legislation expands earlier pilot programs. The use of naloxone by law enforcement 
officers and firefighters is not mandatory. The legislation specifically made it discretionary so 
each law enforcement agency may determine if it is appropriate for its needs and circumstances. 

A concern that I have expressed about family members and fi:iends having access to 
naloxone to administer to persons who are experiencing life-threatening opiate overdoses is, 
admittedly, not a popular one. In the pilot programs and as enacted, the persons administering 
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the naloxone are not required to call 911 or seek further medical attention for the person 
experiencing the overdose. I understand the need to have naloxone available quickly when a 
loved one is experiencing an overdose. However, I also see a need for intervention and treatment 
which cannot always be provided by a family member or friend. 

Many people have expressed concerns about users being arrested if 9 1 1 is called or if the 
person is taken to a hospital. I understand this concern. It is hard to see a loved one arrested. 
However, with no evidence other than the overdose itself, it is rare for people who overdose to 
be charged with possession of heroin or other drugs. 

To address the concern for the user being arrested and the concern for the person who 
calls 911 for the friend being arrested, the Virginia General Assembly enacted § 18.2-251.03, 
which provides an affirmative defense for simple possession charges. This section states 
specifically what facts have to exist before this affitmative defense can go forward. 

Also, the rise in prescription drug abuse and the connections to using illicit drugs led to 
recommendations from the Governor’s Task Force on Prescription Drug and Heroin Abuse 
regarding Virginia’s Prescription Monitoring Program, and collaboration with medical and 
healthcare schools.^ 

IV. Treatment. Diversion and Incai'ceration 

There are too few treatment programs. There are too few affordable treatment programs. 
There is insufficient funding for valid treatment programs. There is a stigma related to seeking 
treatment Money addresses the first three problems and education can address the fourth. 


^ Recommendations of the Governor’s Task Force on Prescription Drag and Heroin Abuse, Implementation Plan, 
June 30, 2015. 
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Also, treatment programs need to be funded and need to be created for people who are 
incarcerated. Follow up treatment has to be provided upon release from incarceration. 
Treatment should not and cannot exist only for those not incarcerated. 

Also, there should be more diversion programs including Drug Courts in all levels of tlie 
system (Circuit, General District and Juvenile). Chesapeake has had a Drug Court in Circuit 
Court for several years with no additional funding. It is small but it is successful. In the Juvenile 
and Domestic Relations District Courts, there should be an opportunity to have Family Drug 
Courts to address the dynamics of family addiction issues. 

In Virginia, everyone charged with a first offense possession charge is eligible for the 
First Offender Program. This program allows die court to withhold a finding of guilt by placing 
the offender on supervision for a period of time ranging from twelve months to twenty-four 
months. If the offender successfully completes the supervision period, tlien the charge is 
dismissed. This is provided by statute. However, not all jurisdictions have the resources to offer 
an effective treatment oriented supervision period. Therefore, resources are needed to make 
certain that offenders are doing more than submitting a urine sample. 

V. Imnact 

C.B. was arrested in 2006 and 2007 and, in 2007, was incarcerated for violation of 
probation on an unauthorized use of a vehicle charge. At that time, she requested and w’as 
allowed to enter our Drag Court progiam. She knew and admitted that she was an addict, she 
had lost custody of her daughter and she “dried out” in jail. C.B. needed help and the 
incarceration scared her and “woke her up”. She experienced a couple of setbacks in Drug Court 
but the immediate sanctions reinforced the concept of consequences for all her actions and 
choices. She successfully completed and graduated in 2009. She has been clean since tlien, has 
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regained custody of her daughter, and works full time, C.B, stays in contact with my office and 
thanks me regularly for “looking her up for 60 days”. 

While we all know people who say incarceration “woke them up” or was “their rock 
bottom they needed to hit”, we, also, all know people who overdosed or continued to use shortly 
after release on bond or after serving their sentence, A defense attorney from Norfolk shared 
with me that he will never forget the feeling he experienced when the parents of his client called 
him the morning after the bond hearing where he convinced the court to set a bond over the 
prosecutor’s objection, to tell him that their daughter died from an overdose twelve horns after 
they posted bond. We all know that no matter how untrue and unfair, the attorneys (both defense 
and prosecutor), the parents, and the court all blame themselves for a part of her death. 

VI. Federal Assistance 

I, and many of my colleagues across the Commonwealth, have requested assistance from 
the United States Attorney’s Office (USAO) in prosecuting cases involving deaths resulting from 
the illegal distribution of narcotics (illicit and prescription) for a variety of reasons. The federal 
agencies have more resources than many of our jurisdictions and the federal grand jury lends 
itself to preparing and presenting indictments for crimes committed in multiple jurisdictions by 
one person or one group. 

Additionally, in 2013, the Virginia Court of Appeals in Woodard v. Commonwealt h. 61 
Va.App. 567 (2013), held that the killing must occur in the same place as the underlying felony 
(the distribution) for the felony homicide statute to apply. Felony homicide is punished as 
second degree murder with a sentence range of 5 years to 40 years in prison with no mandatory 
minimum. An attempt was made to alleviate this new obstacle through legislation in 2015. 
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However, it failed. Therefore, the federal law has become more important to Virginia’s 
prosecutors. 

Also, the USAO has the opportunity to work with defendants after they are sentenced and 
transferred to a federal prison because they have the ability to continue to present to the court 
evidence of cooperation for a possible reduction in sentence. Under Virginia law, once the 
defendant is transferred to the Department of Corrections, the sentence cannot be modified. 

The federal grand jury is now somewhat reflected in our state multijurisdictional grand 
juries which allow for longer terms and more in depth presentation of cooperating and non- 
cooperating witness testimony before indictment. This is helpful but the vast majority of cases 
prosecuted by Virginia’s prosecutors are initiated by warrants and citizens expect and deserve 
quick action when they caU the police. 

Additiomlly, there are no state or local funds for witness protection or relocation. The 
Virginia State Police have a program by statutory authority but there are no funds for its 
operation. Our witnesses encounter the same threats and intimidation as federal witnesses and 
we cannot protect them, Their safety is another reason we seek assistance from the USAO. 

Because of the quantity of cases and arrests made by local law-enforcement, federal 
funds are needed for intervention through diversion programs and treatment. Also, Virginia’s 
prosecutors and local law-enforcement are becoming much more involved in community 
outreach to prevent criminal activity including drug use. Federal funds would be help&l in 
eslablisliing and continuing the.se programs. In particular, educating the public about the dangers 
prescription drugs can present when used incorrectly, when used by people to whom they are not 
prescribed, and when accessed by small children, is costly. Not only do people need to be 
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educated but safe secure boxes for storage need to be provided and the disposal of unused 
prescriptions by incineration needs to be available to all jurisdictions on a regular basis. 

VII. Cgnclusign 

The growing heroin epidemic must be attacked through a multi-disciplinary approach. 
Reducing the distribution of, use of, abuse of and addiction to heroin, prescription drugs and 
other narcotics involves many disciplines which include law enforcement, prosecutors, 
pharmacists, medical doctors, health professionals, substance abuse counselors, first responders, 
mental health providers, addictionologists, recovering addicts, family members, and legislators to 
name a few. I do not know the right answer or solution but I do know that people need to be at 
the table for the discussion and to express their concerns, issues and perspective. Only through 
an open and honest discussion can the issues of education, treatment, monitoring, safe .storage 
and disposal, enforcement and protection of society be addressed and progress made. 
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Code of Virginia 

Title S4.1. Professions and Occupations 
Chapter 34. Drug Control Act 

§ 54.1-3408. Professional use by practitioners 

A. A practitioner of medicine, osteopathy, podiatry, dentistry, or veterinary medicine or a 
licensed nurse practitioner pursuant to § S4.1-29S7.01, a licensed physician assistant pursuant to 
§ 54.1-2952.1, or a TPA-certified optometrist pursuant to Article S (§ 54,1-3222 et seq.) of 
Chapter 32 .shall only prescribe, dispense, or administer controlled substances in good faith for 
medicinal or therapeutic purposes within the course of his professional practice. 

B. The prescribing practitioner's order may be on a written prescription or pursuant to an oral 
prescription as authorized by this chapter. The prescriber may administer drugs and devices, or 
he may cause drugs or devices to be administered by: 

1. A nurse, physician assistant, or intern under his direction and supervision; 

2. Persons trained to administer drugs and devices to patients in state-owned or state-operated 
hospitals or facilities licensed as hospitals by the Board of Health or psychiatric hospitals 
licensed by the Department of Behatdoral Health and Developmental Services who administer 
drugs under the control and supervision of the prescriber or a pharmacist; 

3. Emergency medical services personnel certified and autliorized to administer drugs and 
devices pursuant to regulations of the Board of Health who act within the scope of such 
certification and pursuant to an oral or written order or standing protocol ; or 

4. A licensed respiratory therapist as defined in § 54.1-2954 who administers by inhalation 
controlled substances used in inhalation or respiratory therapy. 

C. Pursuant to an oral or written order or standing protocol, the prescribe!, who is authorized by 
state or federal law to possess and administer radiopharmaceuticals in the scope of his practice, 
may authorize a nuclear medicine technologist to administer, under his supervision, 
radiopharmaceuticals used in the diagnosis or treatment of disease. 

D. Pursuant to an oral or written order or standing protocol issued by the prescriber within the 
course of his professional practice, such prescriber may authorize registered nurses and licensed 
practical nurses to possess (i) epinephrine and oxygen for administration in treatment of 
emergency medical conditions and (ii) heparin and sterile normal saline to use for the 
maintenance of intravenous access lines. 

Pursuant to the regulations of the Board of Health, certain emergency medical services 
technicians may possess and administer epinephrine in emergency cases of anaphylactic shock. 

Pursuant to an order or standing protocol issued by the prescriber within the course of his 
professional practice, any school nurse, school board employee, employee of a local governing 
body, or employee of a local health department who is authorized by a prescriber and trained in 
the adminisixation of epinephrine may possess and administer epinephrine. 

Pursuant to an order or a standing protocol issued by the prescriber within the course of his 
professional practice, any employee of a school for students with disabilities, as defined in § 

22. 1-3 19 and licensed by the Board of Education, or any employee of a private school that 
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complies with the accreditation requirements set forth in § 22.1-19 and is accredited by the 
Virginia Council for Private Education who is authorized by a prescriber and trained in the 
administration of epinephrine may possess and administer epinephrine. 

Pursuant to an order issued by the prescriber within the course of his professional practice, an 
employee of a provider licensed by the Department of Behavioral Health and Developmental 
Services or a person providing services pursuant to a contract with a provider licensed by the 
Department of Behavioral Health and Developmental Services may possess and administer 
epinephrine, provided such person is authorized and trained in the administration of 
epinephrine. 

Pursuant to an oral or written order or standing protocol issued by the prescriber within the 
course of his professional practice, such prescriber may authorize pharmacists to possess 
epinephrine and oxygen for administration in treatment of emergency medical conditions. 

E. Pursuant to an oral or written order or standing protocol issued by the prescriber within the 
course of his professional practice, such prescriber may authorize licensed physical therapists to 
possess and administer topical corticosteroids, topical lidocaine, and any other Schedule VI 
topical drug. 

F. Pursuant to an oral or written order or standing protocol issued by the prescriber within the 
course of his professional practice, such prescriber may authorize licensed athletic trainers to 
possess and administer topical corticosteroids, topical lidocaine, or other Schedule VI topical 
drugs; oxygen for use in emergency situations; and epinephrine for use in emergency cases of 
anaphylactic shock. 

G. Pursuant to an oral or written order or standing protocol issued by the prescriber within the 
course of his professional practice, and in accordance with policies and guidelines established by 
the Department of Health pursuant to § 32.1-50.2, such prescriber may authorize registered 
nurses or licensed practical nurses under the immediate and direct supervision of a registered 
nurse to possess and administer tuberculin purified protein derivative (PPD) in the absence of a 
prescriber. The Department of Health’s policies and guidelines shall he consistent with applicable 
guidelines developed by the Centers for Disease Control and Prevention for preventing 
transmission of mycobacterium tuberculosis and shall be updated to incorporate any 
subsequently implemented standards of the Occupational Safety and Health Administration and 
the Department of Labor and Industry to the extent that they ate inconsistent with the 
Department of Health's policies and guidelines. Such standing protocols shall explicitly describe 
the categories of persons to whom the tuberculin test is to be administered and shall provide for 
appropriate medical evaluation of tliose in whom the test is positive. The prescriber shall ensure 
that the nurse implementing such standing protocols has received adequate training in the 
practice and principles underlying tuberculin screening. 

The Health Commissioner or his designee may authorize registered nurses, acting as agents of 
the Department of Health, to possess and administer, at the nurse's discretion, tuberculin 
purified protein derivative (PPD) to those persons in whom tuberculin skin testing is indicated 
based on protocols and policies established by the Department of Health. 

H. Pursuant to a written order or standing protocol issued by the prescriber within the course of 
his professional practice, such prescriber may authorize, with the consent of the parents as 
defined in § 22.1-1, an employee of a school board who is trained in the administration of Insulin 
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and glucagon to assist with the administration of insuiin or administer glucagon to a student 
diagnosed as having diabetes and who requites insulin injections during the school day or for 
whom glucagon has been prescribed for the emergency treatment of hypoglycemia. Such 
authorization shall only be effective when a licensed nurse, nurse practitioner, physician, or 
physician assistant is not present to perform the administration of the medication. 

Pursuant to a written order issued by the presciiber within the course of his professional practice, 
such prescriber may authorize an employee of a provider licensed by the Department of 
Behavioral Health and Developmental Services or a person providing services pursuant to a 
contract with a provider licensed by the Department of Behavioral Health and Developmental 
Services to assist with the administration of insulin or to administer glucagon to a person 
diagnosed as having diabetes and who requires insulin injections or for whom glucagon has been 
prescribed for the emergency treatment of hypoglycemia, provided such employee or person 
providing services has been trained in the administration of insulin and glucagon. 

I. A prescriber may authorize, pursuant to a protocol approved by the Board of Nursing, the 
administration of vaccines to adults for immunization, when a practitioner with prescriptive 
authority is not physically present, by (i) licensed pharmacists, (ii) registered nurses, or (iii) 
licensed practical nurses under the immediate and direct supervision of a registered nurse. A 
prescriber acting on behalf of and in accordance with established protocols of the Department of 
Health may authorize the administration of vaccines to any person by a pharmacist, nurse, or 
designated emergency medical services provider who holds an advanced life support certificate 
issued by the Commissioner of Health under the direction of an operational medical director 
when the prescriber is not physically present. The emergency medical services provider shall 
provide documentation of the vaccines to be recorded in the Virginia Immunization Information 
System. 

J. A dentist may cause Schedule VI topical drugs to be administered under his direction and 
supervision by either a dental hygienist or by an authorized agent of tlie dentist. 

Further, pursuant to a written order and in accordance with a standing protocol issued by the 
dentist in the course of his professional practice, a dentist may authorize a dental hygienist 
under his general supervision, as defined in § 54.1-2722, to possess and administer topical oral 
fluorides, topical oral anesthetics, topical and directly applied antimicrobial agents for treatment 
of periodontal pocket lesions, as well as any other Schedule VI topical drug approved by the 
Board of Dentistry. 

In addition, a dentist may authorize a dental hygienist under his direction to administer Schedule 
VI nitrous oxide and oxygen inhalation analgesia and, to persons 18 years of age or older, 
Schedule VI local anesthesia. 

K. Pursuant to an oral or written order or standing protocol issued by the prescriber vnthin the 
course of his professional practice, such prescriber may authorize registered professional nurses 
certified as sexual assault nurse examiners-A (SANE-A) under his supervision and when he is not 
physically present to possess and administer preventive medications for victims of sexual assault 
as recommended by the Centers for Disease Control and Prevention. 

L. This section shall not prevent the administration of drugs by a person who has satisfactorily 
completed a training program for this purpose approved by the Board of Nursing and who 
administers such drugs in accordance with a prescriber's instructions pertaining to dosage. 
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frequency, and manner of administration, and in accordance with regulations promulgated by the 
Board of Pharmacy reiating to security and record keeping, when the drugs administered would 
be normally self-administered by (i) an individual receiving services in a program licensed by the 
Department of Behavioral Health and Developmental Services; (ii) a resident of the Virginia 
Rehabilitation Center for the Blind and Vision Impaired; (iii) a resident of a facility approved by 
the Board or Department of Juvenile Justice for the placement of children in need of services or 
delinquent or alleged delinquent youth; (iv) a program participant of an adult day-care center 
licensed by the Department of Social Sendees; (v) a resident of any facility authorized or operated 
by a state or local government whose primary purpose is not to provide health care services; (vi) 
a resident of a private children's residential facility, as defined in § 63,2-100 and licensed by the 
Department of Social Services, Department of Education, or Department of Behavioral Health 
and Developmental Services; or (vii) a student in a school for students with disabilities, as 
defined in § 22.1-319 and licensed by the Board of Education. 

In addition, this section shall not prevent a person who has successfully completed a training 
program for the administration of drugs via percutaneous gastrostomy tube approved by the 
Board of Nursing and been evaluated by a registered nurse as having demonstrated competency 
in administration of drugs via percutaneous gastrostomy tube from administering drugs to a 
person receiving services from a program licensed by the Department of Behavioral Health and 
Developmental Services to such person via percutaneous gastrostomy tube. The continued 
competency of a person to administer drugs via percutaneous gastrostomy tube shall be 
evaluated semiannually by a registered nurse. 

M. Medication aides registered by the Board of Nursing pursuant to Article 7 (§ 54. 1-5041 et seq.) 
of Chapter 30 may administer drugs that would otherwise be self-administered to residents of 
any assisted living facility licensed by the Department of Social Services. A registered medication 
aide shall administer drugs pursuant to this section in accordance with the prescriber's 
instructions pertaining to dosage, frequency, and manner of administration: in accordance with 
regulations promulgated by the Board of Pharmacy relating to security and recordkeeping; in 
accordance wltli the assisted living facility's Medication Management Plan; and in accordance 
with such other regulations governing their practice promulgated by the Board of Nursing. 

N. In addition, this section shall not prevent the administration of drugs by a person who 
administers such drugs in accordance with a physician's instructions pertaining to dosage, 
frequency, and manner of administration and with written authorization of a parent, and in 
accordance with school board regulations relating to training, security and record keeping, when 
the drugs administered would be normally self-administered by a student of a Virginia public 
school. Training for such persons shall be accomplished through a program approved by the local 
school boards, in consultation with the local departments of health. 

O. In addition, this section shall not prevent the administration of drugs by a person to (i) a child 
in a child day program as defined in § 63.2-100 and regulated by the State Board of Social 
Services or a local government pursuant to 5 lS.2-914, or (ii) a student at a private school that 
complies with the accreditation requirements set forth in § 22,1-19 and is accredited by the 
Virginia Council for Private Education, provided such person (a) has satisfactorily completed a 
training program for this purpose approved by the Board of Nursing and taught by a registered 
nurse, licensed practical nurse, doctor of medicine or osteopathic medicine, or pharmacist; (b) 
has obtained written authorization from a parent or guardian; (c) administers drugs only to the 
child identified on the prescription label in accordance with the prescriber's instructions 
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pertaining to dosage, frequency, and manner of administration; and (d) administers only those 
drugs that were dispensed from a pharmacy and maintained in the original, labeled container 
that would normally be self-administered by the child or student, or administered by a parent or 
guardian to the child or student. 

P. In addition, this section shall not prevent the administration or dispensing of drugs and 
devices by persons if they are authorized by the State Health Commissioner in accordance with 
protocols established by the State Health Commissioner pursuant to § 32.1-42,1 when (i) the 
Governor has declared a disaster or a state of emergency or the United States Secretary of Health 
and Human Services has issued a declaration of an actual or potential bioterrorism incident or 
other actual or potential public health emergency; (ii) it is necessary to permit the provision of 
needed drugs or devices; and (iii) such persons have received the training necessary to safely 
administer or dispense tlie needed drugs or devices. Such persons shall administer or dispense all 
drugs or devices under the direction, control, and supervision of the State Health Commissioner. 

Q. Nothing in this title shall prohibit the administration of normally self-administered drugs by 
unlicensed individuals to a person in his private residence. 

R. This section shall not interfere with any prescriber issuing prescriptions in compliance with 
his authority and scope of practice and the provisions of this section to a Board agent for use 
pursuant to subsection G of § 18.2-2SS.I. Such prescriptions issued by such prescriber shall be 
deemed to be valid prescriptions. 

S. Nothing in this title shall prevent or interfere with dialysis care technicians or dialysis patient 
care technicians who are certified by an organization approved by tlie Board of Health 
Professions or persons authorized for provisional practice pursuant to Chapter 27.01 (§ 54.1- 
2729.1 et seq.), in the ordinary course of their duties in a Medicare-certified renal dialysis facili ty, 
from administering heparin, topical needle site anesthetics, dialysis solutions, sterile normal 
saline solution, and blood volumizers, for the purpose of facilitating renal dialysis treatment, 
when such administration of medications occurs under the orders of a licensed physician, nurse 
practitioner, or physician assistant and under the immediate and direct supervision of a licensed 
registered nurse. Nothing in this chapter shall be construed to prohibit a patient care dialysis 
technician trainee from performing dialysis care as part of and within the scope of the clinical 
skills instruction segment of a supervised dialysis technician training program, provided such 
trainee is identified as a "trainee" while working in a renal dialysis facility. 

The dialysis care technician or dialysis patient care technician administering the medications 
shall have demonstrated competency as evidenced by holding current valid certification from an 
organization approved by the Board of Health Professions pursuant to Chapter 27.01 (§ 54.1- 
2729.1 etseq.). 

T. Persons who are ctlieiwise authorized to administer controlled substances in hospitals shall be 
authorized to administer influenza or pneumococcal vaccines pursuant to § 32.1-126.4. 

U. Pursuant to a specific order for a patient and under his direct and immediate supervision, a 
prescriber may authorize the administration of controlled substances by personnel who have 
been properly trained to assist a doctor of medicine or osteopathic medicine, provided the 
metliod does not include intravenous, intrathecal, or epidural administration and the prescriber 
remain.s responsible for such administration. 

V. A physician assistant, nurse or a dental hygienist may possess and administer topical fluoride 
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varnish to the teeth of children aged six months to three years pursuant to an oral or witten 
order or a standing protocol issued by a doctor of medicine, osteopathic medicine, or dentistry 
that conforms to standards adopted by the Department of Health. 

W. A prescriber, acting in accordance with guidelines developed pursuant to § 32,1-46.02, may 
authorize tlie administration of influenza vaccine to minors by a licensed pharmacist, registered 
nurse, licensed practical nurse under the direction and immediate supervision of a registered 
nurse, or emergency medical services provider who holds an advanced life support certificate 
issued by the Commissioner of Health when the prescriber is not physically present. 

X. Notwithstanding the provisions of § 54. 1-3303, pursuant to an oral, written, or standing order 
issued by a prescriber, and in accordance with protocols developed by the Board of Pharmacy in 
consultation with the Board of Medicine and the Department of Health, a pharmacist may 
dispense naloxone or other opioid antagonist used for overdose reversal and a person may 
possess and administer naloxone or other opioid antagonist used for overdose reversal to a 
person who is believed to be experiencing or about to experience a life-threatening opiate 
overdose. Law-enforcement officers as defined in § 9.1-101 and firefighters who have completed 
a training program may also possess and administer naloxone in accordance with protocols 
developed by the Board of Pharmacy in consultation with the Board of Medicine and the 
Department of Health. 

Code 1950, § 54-497; 1956, c. 225; 1970, c. 650, § 54-524.65; 1973, c. 468; 1976, cc. 358, 614; 
1977, c. 302; 1978, c. 224; 1980, cc. 270, 287; 1983, cc. 456, 528; 1984, cc. 141, SSS; 1986, c. 81; 
1987, c. 226; 1988, c. 765; 1990, c. 309; 1991, cc. 141, 519, 524, 532; 1992, cc. 610, 760, 793; 1993', 
cc. 15, 810, 957, 993; 1994, c. 53;1995, cc. 88, S29;1996, cc. 152, 158, 183, 406, 408, 490;1997, cc. 
272, 566, 806, 906;1998, c. n2;1999, c. S70;2000, cc. 155, 498, 861, 881, 935;2003, cc, 465, 497, 
515, 794, 995, 1020;2005, cc. 113, 610, 924:2006, cc. 75, 432, 686, 8S8;2007, cc. 17, 699, 702, 783; 
2008, cc, 85, 694;2009, cc. 48, 110, 506, 813, 840;2010, cc. 179, 245, 252;2011, c, 292;2012, cc. 787 
, 803, 833, 83S;2013, cc. 114, 132, 183, 191, 252, 267, 328, 336, 359, 617;2014, cc. 88, 491;201S, 
cc. 302, 387, 502, 503, 514, 725, 732, 752. 
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Code of Virginia 

Title 18.2. Crimes and Offenses Generally 
Chapter 7. Crimes Involving Health and Safety 

§ 18.2-251.03. Safe reporting of overdoses 

A. For purposes of this section, "overdose" means a life-threatening condition resulting from the 
consumption or use of a controlled substance, alcohol, or any combination of such substances. 

B. It shall bean affirmative defense to prosecution of an individual for the unlawful purchase, 
possession, or consumption of alcohol pursuant to § 4.1-305, possession of a controlled 
substance pursuant to § 18.2-250, possession of marijuana pursuant to § 18,2-250.1, intoxication 
in public pursuant to § 18.2-388, or possession of controlled paraphernalia pursuant to § 54 1- 

3466 if: 

1. Such individual, in good faith, seeks or obtains emergency medical attention for himself, if he 
is experiencing an overdose, or for another individual, if such other individual is experiencing an 
overdose, by contemporaneously reporting such overdose to a firefighter, as defined in § 6S.2- 
102, emergency medical services personnel, as defined in § 32.1-111.1, a law-enforcement 
officer, as defined in § 9.1-101, or an emergency 911 system; 

2. Such individual remains at the scene of the overdose or at any alternative location to which he 
or the person requiring emergency medical attention has been transported until a law- 
enforcement officer responds to the report of an overdose. If no law-enforcement officer is 
present at the scene of the overdose or at the alternative location, then such individual shall 
cooperate with law enforcement as otherwise set forth herein; 

3. Such individual identifies himself to the law-enforcement officer w'ho responds to the report of 
the overdose; 

4. If requested by a law-enforcement officer, such individual substantially cooperates in any 
investigation of any criminal offense reasonably related to the controlled substance, alcohol, or 
combination of such substances that resulted in the overdose; and 

5. The evidence for the prosecution of an offense enumerated in this subsection was obtained as 
a result of the individual seeking or obtaining emergency medical attention. 

C. No individual may assert the affirmative defense provided for in this section if the person 
sought or obtained emergency medical attention for himself or another individual during the 
execution of a search warrant or during the conduct of a lawful search or a lawful arrest. 

D. This section does not establish an affirmative defense for any individual or offense other than 
those listed in subsection B. 

2015, cc. 418, 436. 
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Mr. Sensenbrenner. Thank you very much. 

Ms. Pacheco? 

TESTIMONY OF ANGELA R. PACHECO, FIRST JUDICIAL 
DISTRICT ATTORNEY, SANTA FE, NM 

Ms. Pacheco. Good morning, Chairman Sensenhrenner and 
Members of the Committee. Thank you for the opportunity to ap- 
pear today. My name is Angela Pacheco, and I am the elected DA 
for the First Judicial District in New Mexico. I am here to talk to 
you about hope. 

As a prosecutor, every day I make dozens of decisions that im- 
pact someone’s life. I could sit here and tell you all the horrors as- 
sociated with drug use, but as an elected official who is constantly 
being bombarded with the ills of society on a daily basis, wouldn’t 
you rather hear about giving someone hope? 

Our community, like so many, has experienced the ravages of 
heroin addiction for years. As a prosecutor, I have personally pros- 
ecuted three generations of families addicted to heroin and associ- 
ated crimes. Every day in the courtroom, we see the same individ- 
uals addicted to opiates, day in and day out, who are released from 
custody and told to obey all laws and stay clean, with little to no 
treatment. And, of course, in 2 weeks, when they report to their 
probation officer, they will be given a urine specimen cup, told to 
provide a urine sample, the sample will test positive for opiates, 
then the person will be arrested, placed in custody, go back to the 
court, then is released from custody, told to obey all laws, stay 
clean, and the cycle continues. 

We all know that the person is addicted to heroin. Of course, 
they will test positive. Just because someone tells them or orders 
them to stop using, do you really think that is going to last very 
long? Anyone that has ever raised children knows firsthand that 
you can’t make someone do something unless they want to. The 
definition of insanity is we keep repeating the same mistakes over 
and over and expect a different result. That is madness. 

So in 2014, Santa Fe became the second city in the Nation after 
the City of Seattle to implement a Law Enforcement Assisted Di- 
version program, referred to as LEAD, for low-level drug offenders. 
Our LEAD program is community policing at its best. A police offi- 
cer on the streets knows his or her community. Who better than 
a police officer to divert someone into a program? 

Let me tell you how LEAD works. A police officer is called to a 
local grocery store on a shoplifting call where he encounters Mary, 
a known heroin addict that he has arrested several times before. 
Instead of booking and arresting her, he offers her the LEAD pro- 
gram. The agreement he makes with Mary is that she must com- 
plete the LEAD application process within 72 hours. If she does, 
the officer will not file criminal charges on the shoplifting at the 
grocery store. If she agrees, the officer then contacts a LEAD case 
manager and arranges for the two to meet. The case manager asks 
Mary, “What can I do to help you? What do you need?” Then the 
two of them develop an action plan. They start with what are her 
basic needs. For example, she may need housing, child care, assist- 
ance in filling out a job application or a GED registration, whatever 
it takes to get her life back. 



77 


Remember, Mary has been through the system and has lost ev- 
erything due to her addiction to heroin — friends, family, and chil- 
dren. 

LEAD has a case management committee that meets every 2 
weeks to discuss Mary’s progress. The committee consists of police 
officers, prosecutors, public defenders, case managers, and thera- 
pists. Everyone is given an opportunity to provide input on Mary’s 
progress. Everyone is in agreement that Mary will slip and there 
will be missteps, but Mary will have a safety net of individuals 
ready to support her. 

Our LEAD program isn’t for everyone, but it is a start for a num- 
ber of reasons. It is about understanding that an opiate addiction 
is truly a public health issue and not a criminal matter. It is about 
recognizing that a person with an opiate addiction is a person, not 
just another statistic, not another criminal defendant for me to 
prosecute, but someone whose life does matter. 

The twin purposes of LEAD are to save money and time. Also 
but more importantly, LEAD is about saving lives. LEAD is about 
empowering the person and giving them hope. 

[The prepared statement of Ms. Pacheco follows:] 
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Chaiiman Sensenbremier, and Members of [he ConuniUee thank you for tlic opportunity to 
appear today. I wish to highlight my experience dealing with the opioid ■ - heroin and prescription 
pain reliever - crisis that we are witnessing today in my capacity as the First Judicial District 
Attorney in New Mexico and describe a comprehensive new strategy that Northern New 
Mexico has engaged to more effectively address onioid-related crime. 


Scope nf Opinid (iri.sis in New Mexico 

In 2008, 1 wa,s elected to serve the hirst Judicial District. My jurisdiction in New Mexico 
includes Santa he, Rio Arriba, and Los Alamos counties. Tlte District has a total of 7,879 square 
miles with 26 persons per square mile. 

Since the late 1990s, the tlii'ee comities under my jurisdiction have str uggled with severe opiate 
use and overdose. Injection drug use is an inter-generational issue in some communities. Heroin 
has infiltrated a culture that values family, elders and communities that arc land rich and casli 
poor. 

New Mexico's drag overdose death rate has been one of the higlicsl in the nation for most of the 
last two decades. New Mexico's unintentional overdose death rate has almo.st tripled since 1990, 
and though in recent years the state has seen a decrease in rates, in 2014 overdose death rates 
increased 20%, ' 

Unintentional drug overdose deatli rates surpassed death rates due to alcohol-involved (A-I) 
motor vehicle crashe,s (MVC) in 1 996 and death due to all MVC in 2007." However, funding for 
DWl prevention in New Mexico is approximately seven limes the amount for overdose 
prevention. In 2007, New Mexico moved from the highest to the second highest unintentional 
drug overdose death rate behind West Virginia. 

In 2010, New Mexico moved to 3rd highest behind West Virginia and Kentucky, and in 201 3, 
New Mexico had the 5lh highest unintentional drug overdose deatli rate beliind West Virginia, 
Kentucky, Rhode Island, and Ohio. However, 2014 Office of Medical Examiner data show that 
New Mexico has moved back to the number two po.sition in the number of overdose drag deaths 
in file US. 


Cl: Age-Adjusted Overdose Death Rates in NM and the US, 1990-2D14 
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Figure Cl shows [lie Irene! in age-udjusted drug overdose death rales in Now Mexico and llic 
United States.''" Rio Airiba County, in my distiict, continues to have the highe.st overdose deaths 
in the country. In 2014, the County had a death rate of 108 per 100,000 residents, almost ten 
times the nationEd rate. 

In response to the opiate epidemic. New Mexico became the first state to amend its laws to make 
it easier for medical professionals to prescribe and dispense naloxone, and for lay administrators 
to use it without feai' of legal repercussions. New Mexico was also the first state to amend its 
laws to encourage Good Samaritans to summon aid in the event of an oveidose. Good Samaiitan 
law's provide limited immnnity hom violations of possession of a controlled substance or 
paraphernalia to those who seek help for a friend or family member who is experiencing a drug 
overdose and call 91 1 . Tw'enty-seven other states have passed a similar law to address the 
overwhelming rates of drug-related oveidoses in their slates. Furthermore, New Mexico has a 
well-established syiinge exchange program tliat was built decades ago in response to veiy high 
rates of Hepatitis C infections in our state. 

Just last week the New Mexico Department of Healdi just reported that more than 900 opioid 
overdose reversals were reported in 201 4 due to the use of naloxone, a 29% increase in reversals 
from 2013. Althougli the increase is significant, more access to naloxone is needed in our 
communities. For example, not all of our Public Health Offices in eveiy county dispense 
naloxone, and only a handful of law enforcement agencies cany naloxone. Only one of our 
county detention centers dispense naloxone when a person identified as having an addiction to an 
opiate is leaving the jail and only one of oui* jails offem medication assisted treatment to people 
who enter jail with an addiction, 

New Mexico’s overdose rate in part can be attributed to: the lack of care coordination among 
health care providers, .substance abase counselors, buprenoiphine providers and methadone 
providers; a lack of medication assisted treatment services and naloxone dispensing in the jails 
and detention centers; no caie coordination upon release for people leaving jail with an 
addiction; and medical providers who are over prescribing strong opioids and not informing 
patients about the risks of addiction and overdose or co-presciibijig naloxone. 

Wliile there has been a dramatic increase in heroin and prescription drug use that has shifted 
from urban centers to rural aicas, including communities affected in rural parts of the United 
States not accustomed to dealing with heroin use, authorities in my jurisdiction have been 
dealing with this for a long time. 

We see the same nonviolent drug offenders filling the court’s dockets over and over again while 
burdening taxpayers with expensive jail stays. While in jail these people never receive the 
treatment and social supports they need to address their addiction. We arrest people and then we 
send them to court on a felony, Wc tell tlicm, "Stay clean." Within two w'ceks, they go in and 
they meet with probation and parole after giving a urine sample. The drug test will come back 
positive because they are still struggling with their addiction, so then we put them back in jail 
and we go back to court on a probation violation and we all say, "Don't use dings." 
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Wc put them back out on the street and within a couple of weeks^ they go back to probation^ they 
have a positive drug test, then they go back to jail and we do this constantly, every day. Nobody 
is getting anywhere with this. I feel like a mouse on one of those little wheels. I just keep ruiniiiig 
and mnning and running and we're not getting anywhere. 

People go through tlic system without an)'’ impact on their behavior. What’s worse, is that once 
they have been in the system, the challenges they face in turning their life around are infinitely 
greater than they were before. Everytliing gets harder - h‘oin putting food on the table to keeping 
families together to simply keeping hope alive. 

That ends up costing our coimnunity fai’ more - in time, in human resouroes, in un-realized 
potential, in tax dollars, and in the cost offtiture crimes - than it would if we could catch these 
cases before going into the system and get diese people the help they need. 

Our state, oiw communities and our families are wrestling with addiction, overdose, incarceration 
that is costly in more ways than one, and rising property crimes. Not unlike our sister cities 
across the county, we w'ere fiustrated with the level of repeat offenders, frustrated with the 
predictability, and the futility, of that old, but alvrays tragic cycle. 

Airest, tiial, conviction, .short .stint in jail, relea.se. Arrest, trial, conviction, short stint in jail, 
release. Again and again. 

What w'e were doing wasn’t working, and our community in Northern New Mexico was ready to 
invest in better options. 

So in 2014, Santa Fc became the second city in tlic nation after the city of Seattle to implement a 
T;aw RnfoTcement Assisted Divension program, refeited to as LEAD, in an attempt to address 
low-level crime and reduce, where possible, the involvement of a criminal justice system that 
often seems stacked against poor and miiiority defendants. 


Law Enforcement Assisted Diversion 

Under LEAD, police officers exercise discretion to divert individuals for low-lcvcl criminal 
offenses (including dmg po.ssessjon and low-level sales) to a case manager and a comprehensive 
network of seivices instead of booking them and initiating the charging process. LEAD fosters 
tiue partnership between police and the communities they serve. 

Santa Fe’s LEAD program was developed after nine months of study and community 
engagement and is tailored to the community’s needs. Unlike Seattle, Santa Fe’s main concerns 
are not drug markets, but rallier opioid misuse, dependence and overdose, as well as rising rates 
of property crime. Eligibility for Santa Fe TEAD h limited to those caught possessing or selling 
three grams or less of opioids. 

The unique collaboration between multiple stakeholders -- including the police, district 
altoraeys, nienial health and drug treatment providers, housing providers and other service 
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agencies, the business coininunity, public defenders, elected officials and coininunity leadeis - 
has directly conhibuted to the success of LEAD. Traditional adversaries have an opportunity to 
come togetiier to supervise and encourage paiticipants in the program. In so doing, they grow to 
have a stalcc in the success of the people going through the program. The results thus far have 
been eye-opening. 

After three years of operation in Seattle, a new, independent evaluation has shown that LEAD 
reduces tlie number of people airested, prosecuted, incarcerated, and otlieiwise caught up hi tlie 
criminal justice system. The University of Washington evaluation found that LEAD participants 
were 60% less likely to be rearresfed within the first six months of the study and 58% less likely 
to be reuiresled durmg (lie entire course of ihe evaluation Lo date.'' This result is pai'Licularly 
encouraging based on the high re-an'est rate tor this population under the traditional criminal 
justice model. The Santa Fe program has only been in operation for one-yeai\ however, eaily 
data suggests wc arc seeing this same dcci’casc in nccidivism. 

The Santa Fe LEAD project allows us lo focus on goals we all agree on: protecting our Idds, 
increasing the public safety, and preventing and treating addiction. And, although it is too soon 
to paint a causal connection, 1 am proud lo say that property crime is dropping in Santa Fe, 
hitting all-time lows and showing no indications of picking back up again. 

LEAD recognizes that drug use is a complex problem and people need to be reached where tlicy 
currently are in their lives. LEAD has precipitated a fundamental policy reorientation in Santa 
Fe, from an ‘'enToreement-ftrst*’ approach, to a health-centered model - reinforced by specialized 
harm reduction ti'aining required of eveiy police officer, lu this sense, LEAD helps people with 
physical and mental health needs escape the cycle of repeated arrests and incarceration for 
substance use. 

An unplanned but welcome effect of LEAD has been tlie reconciliation and healing it has 
brouglif to police-community relations. While tensions rise in many communities between law 
enfoi’cement and civil rights advocates, T.KAD has led to strong alliances among traditional 
opponents in policy debates surrounding policing, and built a strong positive relalionsliip 
between police officers and people on the sUeet who ai*e often a focus of police attention. 


Benefits of the LEAD Proifrani to the Community 

• Increases safety and order for the community by reducing future criminal 
beliavlor. 

• Reduces the burden on the law enforeement, county jail, prosecution, and 
court system. 

• Redii’ects public safety resources to more pressing priorities, such as 
serious and violent crime. 

• Reduces opiate overdoses and recidivism. 

• Optimizes the use of tiie Affordable Care Act health coverage for 
treatment and social supports. 

• Improves individual outcomes and community quality of life through 
rcscai'ch-bascd treatment, harm reduction and social supports 
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Too many times, T think we look at this massive, sometimes overwhelming justice system and 
we say it’s Loo big for local communilies to have an impact. 

But in Santa Fe, and in Seattle, we’re finding more and more every day that in spite of that sense 
of powci’lcssncss, if s a misconception, aiid when a really good idea comes along, and 
circumstances in your community and the public safety demand action, you can move the 
mouiilain, and make a real difference in people’s lives and in your community’s public tieallti 
and safety. 

This was something we had to get right. So we put all the options on tlie table - and brouglit all 
the key stakeholders to the conversation. 

City, county and Tribal officials, law enforcement, the District Attorney, public defenders, 
treatment providers, community groups and citizens all came together to identify a new approach 
to addiction and the crime that is dimctly correlated to it. 

A few things became clear in those conversations: 

• We wanted to see people who were struggling vdth addiction in a public health system 
rather tliaii in Jail or on the streets. 

• We recognized that handling low-level, non-violent drug offenders in the local and state 
crimmal justice system was not only far too costly but also far too ineffective. The 
evidence suggests that this is not a way to break the cycle of addiction or enhance public 
safety. 

With the economic strain on our local counties, pre-booking diversion programs, like LEAD, 
offer a viable, cost effective alternative to the status quo that can positively hnpact oui' 
communities. In Santa Fe, LEAD is projected to cost 80% less than the current system over a 10 
year period. 


Santa Fe LEAD Task Foree Findings: The Cost to the System 

100 individuals, anoslcd by City of Santa Fc Police for opiate possession or sales, 
cost more than .¥4 miliion dollars or an average of $41K per individual across local 
and stale systems over the last 3 years. 

These same 1 00 individuals cost the city $1 million dnllar.s in jail/detention costs 
over 3 years for a total of 11,502 jail days. 

They were arrested 590 times by police officci*s in the 3 ycai's; officers spent an 
average of 9.3 hours per an’est, 

A majority (91 out of 1 00) were rcpcat offenders with a pattern of being rc-ancsted 
every 6 montli.s. 

51% of tliosc individuals had propertj' crime histories. 
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A growing number of jurisdictions ai'e interested in adopting LEAD including Washington D.C., 
Baltimore, Atlanta, Buffalo, Houston, Ithaca, Los Angeles, New York City, Philadelphia, 
Portland (ME) and San Francisco. Albany, NY, is on pace to launch LEAD in 2016. Numerous 
jttrisdictions arotand the country are interested. 

Conclusion 

At some point, wc have to get past tlic rhetoric. This isn’t a question of being soft or tough on 
crime. There are plenty of politicians out there who tell you the answer is to crack down on 
criminals and then keep coming back with the same tired solutions like increasing mandatory 
minimums and throwing more and mom Americans - membei's of our communities in jail. 

If wc really cai‘c about fixing the problem — not just using it to further oui' goals, Linen it is time to 
invest in better, smarter options. It is time to listen to what the data tells us and treat dmg misuse 
as a health issue, not a criminal one. 

Santa Fe is privileged to be on the forefront of this exciting shift in criminal justice policy and 
wc arc excited to be in a position to work with other jurisdiclious on implementing this model in 
their coinmimities. 

The police rank and file wc have working this program will tell that it’s changed lives for the 
better, and already has had an impact on our community that could last a generation or more. 

This is about shifting resources so that ow law entbi'ceinent officers and our prosecutors and our 
jail and our fust responders can really respond to the violent crimes that we know exist in our 
community. Above all, this is a public safety program and it is a public health progi-am. 

Already, our sftccts ai'C safer and oui' families ai-c healthier. 


'NewMftxIco Department of Health: http; //nr>h calth.or^/nows/infonnjtion/201S/7/? vie w=a79 

NM, Department of Iluallli, Epidciriiuluuy Response Division Data. 

“'Moelier, Shelly, An Inquiry into Ilur/n RedacUo/i Policies and Practice to Prevent D)vg Overdose in NM, June 2015, 

NM, Department of Health, lipitlemiology Response DliHslon Data. 

University of Washiiigltni-Haibui vlew Medical CeiUer. LEAD Prograsn Evaluation: Reddivisnt Report, March 27, 2015, 
Rand, JODhee, LEAD Cost Benefit Analysis. Santa Fe Community Foundation. June 24"’, 2013. 
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Mr. Sensenbrenner. Thank you very much. 

We will begin questions under the 5-minute rule, and I will yield 
myself 5 minutes to ask the first series of questions. 

Ms. Pacheco, I agree with you that merely throwing somebody in 
jail and then having them come out and probably go back to the 
bad ways that got them to jail in the first place is something that 
ought to be addressed. Can you give me an estimate of the recidi- 
vism rate of those who have gone through the LEAD program and 
graduated and ended up finding out — everybody finds out that it 
didn’t work? 

Ms. Pacheco. Certainly. Mr. Chairman, Santa Fe’s program has 
been in existence for 1 year and, as such, we don’t have the kind 
of statistical data that, let’s say, Seattle does. Seattle has shown 
that in their program — and Santa Fe is modeled after it — the re- 
cidivism is — I want to make sure I have the correct number for 
you. I had it marked here for you. I am sorry, sir. It would be 80 
percent less, Mr. Chairman. 

Mr. Sensenbrenner. It is 80 percent less than the recidivism 
rate before the program started in Seattle? 

Ms. Pacheco. Correct. 

Mr. Sensenbrenner. Well, let me say that I think this is prob- 
ably the most important thing that we ought to look at, because as 
demand goes down, the profits that are made by the dealers go 
down as well, and we can talk about saving lives and giving people 
hope. In my home community in Southeastern Wisconsin, we have 
had a rash of deaths as a result of heroin overdose. Attorney Gen- 
eral Brad Schimel of Wisconsin last week convened a task force to 
try to deal with this both from a law enforcement as well as a 
treatment and rehabilitation standpoint, and the bill that I intro- 
duced with other Members of the Committee was made at the sug- 
gestion of Governor Walker. 

What advice would any of you give to the Attorney General of 
Wisconsin on how to deal with the task force that he has convened 
so that it can be effective, and why don’t you start, Mr. Botticelli? 

Mr. Botticelli. One of the areas that I think you have heard 
today — and we have been working with many, many states and At- 
torneys General in terms of helping with state responses to that. 
I think the overall goal is that this has to be a comprehensive re- 
sponse, that people know, quite honestly, that it is a multi-dimen- 
sional problem that needs a multi-pronged approach. So preven- 
tion, treatment, recovery support services, as well as a role for our 
local law enforcement too in terms of not about incarcerating peo- 
ple with addiction but going after the supply of drugs that are on 
our streets that are fueling this epidemic. So it really needs to be 
a multi-pronged approach. 

As you mentioned, as I think many local law enforcement people 
are understanding the fact that they can’t arrest their way out of 
this problem, and that they also have a role in terms of reducing 
overdoses. So we have really been, I think, amazed in terms of local 
law enforcement’s rise to the call in terms of preventing overdoses. 

But this is really a multi-dimensional issue here that requires a 
comprehensive response. Everybody, as Mr. Riley talked about, has 
a role here. So whether that is law enforcement, the public health 
community, faith leaders, it is about bringing people together, look- 
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ing at the evidence about what is effective, and implementing those 
responses. 

Mr. Sensenbrenner. Ms. Parr, do you have anything to add to 
what Mr. Botticelli has said? 

Ms. Parr. Well, Mr. Chairman, I am serving on the Governor’s 
Task Force on Prescription Drug Overdose, and I can say that one 
of the good things and the reason I think this task force is working 
and the implementation plan has been published is that there are 
so many different aspects. We have pharmacists, we have medical 
doctors, we have mental health treatment providers, we have law 
enforcement, we have state police, local police, sheriffs. The Fed- 
eral Government has a representative there. We are all rep- 
resented there, and it has been broken down into a treatment 
workgroup, a law enforcement workgroup, education, and also more 
specific on disposal, safe disposal of the prescription drugs. So the 
broad spectrum, and then breaking down into specific workgroups 
I think has produced a very good plan. 

Mr. Sensenbrenner. Thank you very much. My time is up. 

The gentlewoman from California, Ms. Chu. 

Ms. Chu. Yes. Ms. Pacheco, I am so impressed by the LEAD pro- 
gram. Could you describe how the LEAD program has affected po- 
lice and community relations in Santa Ee and what role the com- 
munity involvement plays in LEAD, as well as what cost savings 
have been realized by implementing this program? 

Ms. Pacheco. Thank you, Mr. Chairman, Ms. Chu. Initially, 
Santa Ee had a series of meetings by all community members for 
about 9 months. We did a needs assessment. Everybody was in- 
volved — private business, law enforcement, mental health work- 
ers — and we were able to put together the LEAD program. 

The LEAD program consists of a consortium of individuals, 
Santa Ee County, the City of Santa Ee, Santa Ee Police Depart- 
ment and the District Attorney’s Office, the Public Defender’s Of- 
fice. All of us get together and we have combined resources, man- 
power. We have public funding, we have private funding, and we 
get together, and I guess what I would really like to say is it is 
really wonderful to see how the police officers have responded to 
this. 

The police officers on the streets are the ones who originally 
came to us and said we need to do something, we are sick and tired 
of arresting the same people, we have nothing we can give them, 
and for us it has been very gratifying to see the response by the 
police department. 

Then the other thing that has been very gratifying to us in ref- 
erence to the program has been that we have seen many young 
women with children, and we had not anticipated that. So we are 
also able to provide services to the children, and we really at first 
had not taken that into consideration. So what we are able to do 
now is provide services to an entire family, and we have found that 
to be very gratifying. 

Ms. Chu. Thank you. 

Mr. Riley, there have been numerous cases across the country 
where individuals who suffer chronic pain have faced challenges 
getting their properly prescribed pain medication. I understand 
that drug stores have been tightening the rules after the DEA has 
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imposed record fines on pharmacies based on allegations that they 
weren’t scrutinizing questionable prescriptions. 

I believe a careful balance has to be struck between attacking 
prescription drug abuse while not preventing legitimate patients 
from accessing pain medications. That is why I am a co-sponsor of 
H.R. 471, which is the Ensuring Patient Access and Effective Drug 
Enforcement Act, which passed the House in April. 

So, Mr. Riley, what steps is the DEA taking to ensure that pa- 
tients are getting legitimate prescriptions for drug abuse, and how 
do you respond to comments that the DEA’s actions to stop pre- 
scription drug abuse are causing an increase in the heroin abuse 
problem? 

Mr. Riley. Thank you, ma’am. I too share the concern on this. 
We are so concerned about patient access at every step, and we 
want to ensure that a legitimate health care provider has access 
to adequate medication for their patients. 

One of the biggest ways that we are doing that now is our rela- 
tionship with the industry. There are approximately 1.5 million 
registrants. Of those, about 900,000 are physicians. By obviously 
communicating back and forth with them and making sure that 
they understand what we are seeing across the country and trends 
of addiction and abuse has really brought them in and what we 
strive to do to make them our allies. 

So our education of how they view the problem is really impor- 
tant, and clearly we want to listen from the registrants so it is a 
two-way street. If you look at, for instance, what occurred in Flor- 
ida with the pill mill situation of several years ago where literally 
you had a storefront, a small strip mall with several hundred peo- 
ple lined up around the block at 6 a.m. waiting for it to open to 
obtain obviously illegal prescriptions, in those situations, ma’am, 
we move very quickly to cut that off. 

Of the 1.5 million registrants, obviously the vast majority are law 
abiding, but the ones that choose to break the law we take very se- 
riously. But what we really strive for is patient access, safe and ac- 
cessible medication. 

Ms. Chu. Thank you. 

I yield back. 

Mr. Sensenbrenner. The gentlewoman’s time has expired. 

The gentleman from Virginia, Mr. Goodlatte. 

Mr. Goodlatte. Thank you, Mr. Chairman. 

Mr. Riley, the map you brought paints a distressing picture. It 
suggests that drug trafficking organizations, especially the Sinaloa 
Cartel, have infiltrated our Nation to a pretty frightening degree 
and have partnered with street gangs in this country to pedal their 
drugs. In many ways, it is a national security issue. What is the 
DEA doing to address that particular problem? 

Mr. Riley. Thank you, sir. That is my primary, biggest concern, 
having seen this change. This map that you are looking at would 
have been vastly different just 5 years ago. The role of heroin, the 
toxic business relationship that has evolved in virtually every cor- 
ner of this country between urban street gangs and Mexican cartels 
is frightening to me. It is what keeps me up at night. 

What we are doing better than we have ever done, sir, is con- 
necting the dots. I can tell you that Chapo Guzman, for one, counts 
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and plans on the fact that cops don’t talk to cops, that the good 
guys aren’t sharing information, and I can assure you we are doing 
that better now. 

So our ability to attack organizations and their tentacles as they 
begin to spread across the country has never been better. 

Mr. Goodlatte. Are these drug trafficking organizations by their 
nature violent? 

Mr. Riley. There is no doubt in my mind, having done this job 
in cities across the country for 30 years, I have never seen violence 
connected to trafficking 

Mr. Goodlatte. Are these the people you are targeting? 

Mr. Riley. Many of them are parts of organizations that are ex- 
tremely violent. 

Mr. Goodlatte. How many drug possession offenders, meaning 
those who possess only enough for personal use, does the DEA 
refer for Federal prosecution? 

Mr. Riley. In my experience, virtually none. Our goal is to attack 
the highest levels possible so that we can really hurt the organiza- 
tion from start to finish. With our limited resources, sir, that is the 
most effective way for us to make a difference across the country. 

Mr. Goodlatte. Let me turn to Ms. Parr and Ms. Pacheco and 
ask a similar question. 

Ms. Parr, is violence regularly associated with drug trafficking 
and distribution? 

Ms. Parr. Mr. Chair, yes, I would definitely agree with that 
statement. We have seen in Chesapeake, which is a very safe com- 
munity, our shootings are mainly between gangs who are fighting 
over turf, where they are going to sell their drugs. 

Mr. Goodlatte. What kind of violence do you see associated 
with heroin use and distribution? 

Ms. Parr. With heroin use? 

Mr. Goodlatte. And distribution. 

Ms. Parr. With the heroin use, the violence is not so much. It 
is more the property crimes for heroin users because they are steal- 
ing to support their habits. We have seen an increase in prostitu- 
tion in Chesapeake because that is the way some women are mak- 
ing the money to support their habits. 

As far as distributing the heroin, again that would be the gun 
battles that are on our city streets and in our neighborhoods that 
expose innocent people to the gunfire. 

Mr. Goodlatte. Does it extend into gang violence over turf? 

Ms. Parr. Yes. 

Mr. Goodlatte. Sales territory, if you will? 

Ms. Parr. Yes. We have gangs in Chesapeake, in all areas of 
Chesapeake. We have over 300 square miles, and there is a lot of 
turf to fight over, and when they see an opening, they are going 
to go there. 

Mr. Goodlatte. And is there a nexus between heroin trafficking 
and other criminal acts by these drug organizations or gangs? 

Ms. Parr. Yes, sir. Whenever you have the trafficking, the drug 
trafficking, then you are also going to see an increase in the pros- 
titution that is coming into the area, and also robberies. I mean, 
we have gang members robbing other gang members, drug dealers 
robbing and shooting other gang members. 
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Mr. Goodlatte. Thank you. 

Ms. Pacheco, do you want to respond to the same? Is violence 
regularly associated with drug trafficking and distribution? 

Ms. Pacheco. Yes, sir, it is, and it has become worse. 

Mr. Goodlatte. And what kind of violence do you see in New 
Mexico? 

Ms. Pacheco. There have been many shootings. 

We have had a few executions as a result over trafficking. 

Mr. Goodlatte. Do you have the same problem with the nexus 
between gangs and the drug organizations? The gangs are their 
local sales organizations, if you will, for the Sinaloa Cartel and 
other drug distribution organizations? 

Ms. Pacheco. We definitely are aware of the fact, because we are 
a border state. We definitely see heroin coming in from Mexico fair- 
ly frequently, especially in Northern New Mexico. I couldn’t say 
specifically which cartel it is associated with, but we definitely see 
a lot of drugs coming in from the border, sir. 

Mr. Goodlatte. Thank you very much. 

Thank you, Mr. Chairman. 

Mr. Sensenbrenner. Thank you very much. 

The other gentleman from Virginia, Mr. Forbes. 

Mr. Forbes. Mr. Chairman, thank you. 

Ms. Pacheco, we are looking at these programs to stop recidi- 
vism. Did your organization or have you done any studies to look 
across the country at the faith-based programs that have worked 
incredibly successfully in trying to stop recidivism? Have you all 
done an analysis of that? And specifically, have we looked at their 
success rates and also impediments that we are now putting in 
front of them to stop them from doing some of the work that they 
are doing? Did you all make any kind of investigation of that? 

Ms. Pacheco. Not really, sir. This is — LEAD is a fairly new con- 
cept and there really isn’t another model to compare it to. 

Mr. Forbes. The only thing I would say is this. Oftentimes, we 
love to create new wheels and reinvent the wheel, but we have had 
some incredibly successful programs around the country that we 
have put one impediment after the other to them doing a com- 
plimentary role with what you are doing. At some point in time, 
we need to take a look at that and analyze that. 

Mr. Riley, let me ask you this question, following up on the 
Chairman’s statement. You know, we have had testimony in here 
that today if we look across the country, the gang membership in 
this country would equal the fourth largest army in the world. And 
we have also had testimony — and this is both Administrations, not 
a push on just one — that in some of the most violent gangs that 
are serving as these networks, that at least 85 percent of them are 
coming in here illegally. So they are bypassing any prevention pro- 
grams or anything that we are doing, getting into these gangs. It 
shocked us the other day to find out the Secretary of Homeland Se- 
curity didn’t even know if we were asking people if they were mem- 
bers of violent gangs before we released them. 

Do you have any connectivity as to just how important those 
gangs are in this distribution process? 

Mr. Riley. Sir, I think they have become almost crucial to the 
Mexican cartels. Speaking just for Chicago and the Midwest, there 



90 


are over 150,000 documented street gang members. Largely they 
make their living from putting drugs on the street, supplied by the 
cartels. Heroin is now their drug of choice, and the way that they 
regulate themselves, sir, is by the barrel of a gun. 

So this is an enormity in terms of what we are seeing across the 
country, and it is extremely toxic. And that is why it is really im- 
portant for law enforcement to be involved, to attack the organiza- 
tions, not just what is occurring on the street. Obviously, we will 
work with our state and local counterparts to intervene in violent 
acts, but to make sure that the integrity of those cases are worked 
to the highest level so that we can have an impact on the organiza- 
tion itself and the community. 

Mr. Forbes. And this Committee has worked to do that. Chair- 
man Sensenbrenner actually got some pretty sophisticated gang 
legislation out of here. Unfortunately, it got bogged down in the 
Senate and we couldn’t see it come out. 

Ms. Parr, let me ask you and Mr. Riley this question. On July 
14th, five individuals from Portsmouth and Chesapeake were ar- 
rested on Federal conspiracy charges of manufacturing, distrib- 
uting and possession with intent to distribute heroin as part of an 
investigation led by the FBI’s Norfolk Field Office and Chesapeake 
Police Department. According to court documents obtained by a 
local news channel, the investigation involved 75 kilograms of her- 
oin sold between 2013 and 2015. 

To put that in perspective, that is equivalent to over 2 million 
doses, which is enough to give everyone in Hampton Roads a high 
off of heroin. 

With that said, can you give us any details about those arrests, 
or more particularly the level of coordination between local, state, 
and Federal Governments? And were there any barriers that you 
would suggest were problematic that we could work on eliminating 
for you? 

Ms. Parr. Mr. Chair, that recent arrest I think is a prime and 
great example of the cooperation that we have in South Hampton 
Roads, particularly between Chesapeake, Portsmouth, Suffolk, and 
the U.S. Attorney’s Office, the DEA, and FBI. We have worked to- 
gether quite well on many cases. 

In this case, I did not see any obstacles as everybody was fully 
aware of what was going on as far as the investigation was going, 
and it was very well organized as to the execution of the search 
warrants. 

You did state the amount of heroin and the money that they 
were making off of this. One thing I would like to point out, 
though, is that in one of those homes where there was a search 
warrant executed in Suffolk, there were many children in that 
home, and the information is that $50,000 was counted every other 
day in that house with those children there because of the heroin 
sales, and that heroin was cut and prepared on the dinner table. 
I think that when we look at that and we look at the children who 
were exposed to this, we have got to do something. 

Mr. Forbes. Thank you. My time has expired, but I can talk to 
you another time about that. 

I yield back. 

Mr. Sensenbrenner. Thank you. 
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The gentleman from South Carolina, Mr. Gowdy. 

Mr. Gowdy. Thank you, Mr. Chairman. 

Special Agent Riley, I want to thank you for your service and 
bring to your attention the excellent work of the DEA agents in the 
upstate of South Carolina who are a credit to your agency. 

I am not very good with math, which means I am in the right 
line of work, so I need you to help me a little bit. I think that it 
takes 28 grams of cocaine base to trigger the mandatory minimum, 
the 5-year mandatory minimum? 

Mr. Riley. I believe that is true. 

Mr. Gowdy. And 28 grams of base would be roughly equivalent 
to 112 dosage units, I believe, assuming .25 grams for a dosage 
unit. So to get 5 years mandatory minimum in prison, you need 
112 dosage units of cocaine base or crack cocaine. 

Mr. Riley. Yes, sir. 

Mr. Gowdy. All right. And it takes 500 grams of powder to reach 
that same 5-year mandatory minimum, which would be about 500 
dosage units, because it is about a gram a dosage unit when you 
are dealing with powder. 

Mr. Riley. Yes, sir. 

Mr. Gowdy. Now, heroin, it takes 100 grams, I believe, of heroin 
to reach that same threshold, but that is 3,000 dosage units. So 
why could you go to prison for 5 years for 112 dosage units of crack 
cocaine, but 3,000 dosage units of heroin is what it takes to trigger 
that 5-year mandatory minimum? That just seems absurd to me. 

Mr. Riley. Well, clearly, on the law enforcement side, we are 
cops. 

Mr. Gowdy. Right. 

Mr. Riley. We are doing the best we can with the laws that are 
currently out there. 

Mr. Gowdy. You are, which is why, when there is a discussion 
about reforming mandatory minimums, it is important to hear from 
law enforcement officers. 

One thing we could do is just equalize what it takes to trigger 
a mandatory minimum. I mean, if you are having a problem with 
heroin and it requires 3,000 dosage units to reach that 5-year 
threshold, but it only takes 100 dosage units of crack cocaine, it is 
pretty easy even for me to see that one thing that could be done 
with respect to heroin. 

I know folks, everybody in Congress doesn’t like mandatory mini- 
mums. Most folks in law enforcement like them, but everybody in 
Congress doesn’t like them. But I want to ask you this: How many 
folks are serving Federal prison sentences for simple possession of 
a drug? 

Mr. Riley. I have been doing this for 30 years, and I can tell you, 
nobody as a result of my investigations. 

Mr. Gowdy. Yes, I couldn’t find any either. I haven’t done it as 
long as you. I couldn’t find anybody sitting in a Federal prison for 
simple possession of a controlled substance. 

How about — here is another phrase I hear from time to time — 
low-level, non-violent drug offenders? How many of those did you 
target for investigation when you were a DEA agent? 

Mr. Riley. None, sir. 
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Mr. Gowdy. Right. DEA wouldn’t target low-level, non-violent 
drug offenders. They would go to the state prosecutor, right? 

Mr. Riley. No, sir. We would go after the largest traffickers we 
could identify and the largest organizations. 

Mr. Gowdy. Right. So this mythology that our Federal prisons 
are full of low-level, non-violent offenders, the statistics and your 
30 years in law enforcement simply just doesn’t bear that out, do 
they? 

Mr. Riley. Not based off the investigations that I was involved 
in. 

Mr. Gowdy. I have a colleague who was a prosecutor in a former 
life, Joe E. Kennedy from Massachusetts, a very conscientious col- 
league from the very first day he set foot in Congress, who shared 
with us his concern about the heroin epidemic, and he wanted and 
has asked in the past about the interconnectivity, the relationship 
between prescription drugs and heroin. Who can speak to that on 
behalf of my colleague, Mr. Kennedy, who raises a pretty good 
question? 

Mr. Botticelli. And I think it is a real concern here that, as we 
talked about before, four-fifths of the new users to heroin started 
using prescription pain medication, and because of some of the eco- 
nomics of what it costs to buy a prescription pain medication on the 
street versus how cheap pure heroin is, we see that transition. I 
think this is where intervention and treatment and diminishing the 
vast over-prescribing of prescription pain medication that is hap- 
pening right now is particularly important in terms of our efforts. 

Mr. Gowdy. Quickly; I have 25 seconds. Drug court, tremendous 
believer in drug court, saw lives changed. But heroin is hard to get 
off. In fact, it was the hardest drug for folks to quit back in my 
previous job. So what do we need to do with heroin to make it 
where more folks are getting off of it through drug courts? 

Mr. Botticelli. Coincidentally, I just spoke this morning at the 
National Association of Drug Court Professionals, 5,000 people 
from across the country who are literally saving lives by giving peo- 
ple a second chance, by giving them good care and treatment with 
accountability. 

Part of what we know to be effective, particularly for people with 
heroin use, is that medications, when combined with other thera- 
pies, become critically important, and the evidence that people with 
opiate addiction or prescription drug addiction without medications 
fail a significant portion of the time. 

So we have actually been working with our treatment programs, 
with our drug courts, and using our Federal resources to support 
increased access to these medications as part of a comprehensive 
strategy in terms of what we know to be the most effective treat- 
ment for people with opioid use disorders. 

Mr. Gowdy. Thank you, Mr. Chairman. 

Mr. Sensenbrenner. The gentleman’s time has expired. 

The gentleman from Michigan, Mr. Bishop. 

Mr. Bishop. Thank you, Mr. Chair. And thank you to the panel. 
I appreciate your testimony today on this very important issue. 

As a former local prosecutor myself, I had an opportunity to pros- 
ecute many drug-related offenses. But I can tell you, in my experi- 
ence, I never saw this level of heroin in the marketplace. It is trou- 
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bling, especially as I have school-age children and I hear too many 
stories. It is very disconcerting for a parent and someone like me 
who is in elected government looking for solutions, and I appreciate 
your willingness to be a part of the solution-making process. 

I recently met with a group of local law enforcement officers, my 
local county sheriffs and several others, to talk about the issue. 
Sheriff Bouchard, and also our sheriff in Livingston County, and 
the statistics that they shared are alarming, and they have piqued 
my interest, and I want to do whatever I can to be a part of the 
solution. 

In Livingston County, they had 34 heroin overdoses that resulted 
in deaths last year alone. In Oakland County, they used to have 
between 40 and 45 heroin-related overdoses per year. But last year, 
over the past 2 years I should say, that number has increased to 
an average of 200. In Ingham County, the other county that I rep- 
resent, which includes the capital of our state, Lansing, they had 
28 heroin-related deaths last year. That is a number that has in- 
creased every year exponentially. 

So I would agree that this issue is one that deserves our imme- 
diate attention, and I want to thank the Chairman of this Com- 
mittee, the main Committee, Chairman Goodlatte, and the Chair- 
man of the Subcommittee for raising these issues and making sure 
that we identify these as primary concerns and that we do what- 
ever we can to address them. 

But, Director, I would like to start with you, if I could. It is clear 
from what I am hearing in my district that this issue cuts across 
all kinds of demographic lines. What are we doing to ensure that 
the response to this epidemic is comprehensive and holistic? Are we 
engaging with these local leaders, local law enforcement? When I 
was a local prosecutor, we had all kinds of collaborative efforts be- 
tween local law enforcement and DEA, and I appreciate your com- 
ments about drug courts and alternative sentencing that is avail- 
able. Can you share with us a little bit more about what you are 
doing? 

Mr. Botticelli. Sure. I think we obviously acknowledge the fact 
of why we can have a Federal response. Really, it is state and local 
responses where the rubber meets the road. It is an obligation of 
our office to make sure that states and locals have the resources 
that they need to be able to do the work and to identify the issues 
and to work collaboratively at the state and local level. 

So we have a number of initiatives. In addition to Federal treat- 
ment funding, we also support through our high-intensity drug 
trafficking areas, which our counties designated as drug trafficking 
areas to work with state and local law enforcement to share intel- 
ligence, to go after cases. Many of them are focused on heroin 
issues. And I will say that many of our programs are also con- 
tinuing to support prevention and education programs as well. So 
they try to work across the spectrum. 

Our office also supports what is called drug-free community pro- 
grams, and these are programs and grants to support community- 
based, locally-driven prevention programs at the local level, be- 
cause every community looks different, but every community needs 
to have all of the key players on board as part of the solution. 
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So we really acknowledge and try to continue to support state 
and local efforts because we know that we can do as much as we 
can at the Federal level, but it also requires state and local part- 
nership to make it really real. 

Mr. Bishop. Thank you, sir. 

Mr. Riley, in your testimony, you didn’t make reference to this 
but I am wondering if you can share with me legalization of mari- 
juana at the local and state level. Can you tell us how that is influ- 
encing these markets and whether or not that has led to the in- 
crease in heroin in our country, and if it has shifted the focus away 
from marijuana and we are focused now on methamphetamine, 
heroin, and other types of drugs? 

Mr. Riley. Well, I think it goes to really the market genius of 
the cartels in particular. They have seen, and I do believe they 
have seen the spread of prescription drug abuse, and they know 
that at some point that availability does cease. Thus begins that 
long road to heroin, and we have seen that across the country. So 
I believe it is much as it was 10 years ago when we were battling 
methamphetamine. With the help of Congress, we were able to leg- 
islate primary precursors out, pseudo-ephedrine and ephedrine, 
and we saw a drastic reduction in the amount of domestic labora- 
tories. 

However, the cartels recognized that there still was a tremen- 
dous addiction issue. So, what did they do? They were able to 
produce methamphetamine in 50- and 100-pound cooks and provide 
that to the areas in which previously had been supported domesti- 
cally. So as I look at this problem, sir, I think it truly is battling 
the new face of organized crime, and I am so glad the Committee 
recognized what has been troubling me for a while, the connection 
between domestic street gangs and the cartels. It truly is the new 
face of organized crime as I see it in this country, and law enforce- 
ment needs to he fluid enough to adapt to attack that relationship, 
because by doing that we can solve violence on the street hut at 
the same time attack the organizations that are responsible for all 
the drugs. 

Mr. Sensenbrenner. The gentleman’s time has expired. 

The gentleman from Idaho, Mr. Labrador. 

Mr. Labrador. Thank you, Mr. Chairman. 

I would like to thank all the witnesses for being here today and 
for your important testimony on the rise of heroin use across the 
United States. 

One area of particular concern that I have that I would like to 
address is the expanded population of heroin users. Mr. Riley, in 
your written testimony you mention that in 2013 169,000 people 
over the age of 12 used heroin for the first time within the past 
year, with the average age of first-time users at around 25 years 
old. You also cited data that indicated that of those heroin initi- 
ates, as they are called, 86 percent of them were prior prescription 
drug users. 

I understand that your agency is developing a task force to con- 
front the use, abuse, and trafficking of heroin in America, but what 
specifically is being done to address the rise in addiction from pre- 
scription drugs? 
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Mr. Riley. Well, sir, I think what we are doing today is impor- 
tant. Awareness is really important. Prior to leaving Chicago, I at- 
tended a meeting about 2 years before I departed and there were 
about 100 concerned people in the room. I attended that same 
meeting 3 years later and there were over 2,000 people concerned 
with the whole heroin issue, and unfortunately many of them were 
parents. What strikes me most is many of these parents had no 
idea their kids — and I am talking high school-age kids — were in- 
volved with prescription drug abuse which led to heroin, and many 
of them didn’t find out until they were on their way to the emer- 
gency room. 

So law enforcement attacking the organizations, sir, is crucial, 
and that is what we do around the clock. And I have to tell you, 
we are doing great work. But the awareness of everybody in the 
community to this issue is really going to strengthen us as we go 
after these organizations. 

So when we look across the board to parents, educators, commu- 
nity leaders, faith-based practitioners, everybody plays a role. 
While we will do our job going after the bad guys, we can’t do it 
alone. We need the help of everybody, especially parents. 

Mr. Labrador. Excellent. I understand many of these users are 
initially receiving prescription drugs through legitimate means, 
leading to an increase in usage among traditionally untouched pop- 
ulations. What does the agency propose for addressing the funda- 
mental problem of addiction? 

Mr. Riley. Well, clearly we are working with a variety of dif- 
ferent agencies to try to get the word out. Also, one of the problems 
we faced — and again, it is an awareness issue — is today’s heroin on 
the street is being smoked and snorted initially. So initially, gone 
is the fear of AIDS or hepatitis because of a needle. So we are see- 
ing a lot younger people try heroin almost as a recreational drug. 
The statistics show that they eventually will go to needle use, but 
I think it does have a lot to do with why we are seeing younger 
and younger addicts. 

Mr. Labrador. Mr. Botticelli? 

Mr. Botticelli. Congressman, if I could add to those comments. 
To your point, focusing on the prescription drug problem is a top 
priority. First and foremost, we really need to reign in over-pre- 
scribing of prescription pain medication. Our office has proposed 
mandatory continuing medical education for every prescriber. 
Again, we want a balanced approach. We want to make sure people 
are getting appropriate pain medication. We don’t want the pen- 
dulum to swing to the other way, and that is why we want to make 
sure that every prescriber has at least some minimum education 
about safe prescribing practices. 

We know that about 70 percent of people who start misusing 
them are getting them free from friends and family, and that is 
why Federal and local take-back programs to get the drugs out of 
people’s homes becomes equally important. 

We have also been promoting prescription drug monitoring pro- 
grams that allow physicians to check databases to see if someone 
might be going from doctor to doctor to be able to intervene at that 
point, as well as law enforcement responses. We just got briefed by 
the DEA in terms of a huge takedown in terms of bad doctors and 
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bad practices in the south. So we know that this needs a holistic 
response. 

Mr. Labrador. Thank you very much. 

Ms. Pacheco, you also mentioned the need for sentencing reform 
to address low-level, non-violent offenders who end up in jail with 
mandatory minimum sentences with no alternative for addressing 
their problems. I agree that mandatory minimums have proven de- 
structive in addressing drug crimes and have resulted in wasting 
valuable resources. In your view, what is the best alternative for 
addressing addiction and the causes of drug abuse, given your ex- 
periences where drug addiction abuse is pervasive within the cul- 
ture? 

Ms. Pacheco. I have heen doing this for many, many years, sir, 
and it always comes down to resources and money for drug treat- 
ment. But we see over and over the same people in and out, in and 
out, without appropriate resources. New Mexico, as you know, is 
one of the poorer states. We don’t have the type of tax base to pro- 
vide services. But a program like LEAD, for example, it is pre-ar- 
rest, pre-booking that shows it can save us money, and that money 
then can go into treatment and the wrap-around services that 
many of these individuals need, because that is kind of where it is 
at. 

Someone who is in the cycle of addiction, they need as much sup- 
port as possible, and that is kind of what we are doing. We are 
transferring resources from the back end to the front end to help 
them and to keep them out of the system, sir. 

Mr. Labrador. Thank you. 

Mr. Sensenbrenner. The time of the gentleman has expired. 

This concludes today’s hearing, and thanks to our witnesses for 
attending. 

Without objection, all Members will have 5 legislative days to 
submit additional written questions for the witnesses and addi- 
tional materials for the record. 

And without objection, the hearing is adjourned. 

[Whereupon, at 11:21 a.m., the Subcommittee was adjourned.] 
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Questions for the Reeord submitted to John (Jaek) Riley, 
Aeting Deputy Administrator, Drug Enforeement Assoeiation* 
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September 16, 2015 


Mr. John (“Jack’*) Riley 
Acting Deputy Administrator 
Drug Enforceoieni Admiaistralion 
U.S. Dcpamnenl of Justice 
Wa-shington, DC 20530 

Dear Mr. Riley, 

Ihe Committee on the Judiciar) ’s Subcommittee on Crime, rerrortsm, Homeland 
Security, and Investigations heid a hearing on “America’s Growing Heroin Epideniic” on 
Tuesday, July 2K, 2015 in rocim 21 41 of the Rayburn House Office Building. Thunk you for 
your testimony. 

Questions for the record have been submitted to the Comnhilee witliin five legislative 
days of the hearing. The questions addressed to you arc attached. We will appreciate a full and 
complete response a.s Oicy will be included in the official hearing record. 

Please submit your written answers by Wednesday, Dciobcr 2U, 2015 to Scott Johnson at 
Scott.Johnson^n)maii.house.gov or2l38 Rayburn House Office Building. Washington, DC. 

205 1 5. If you have any further questions or concerns, please contact or at 202-225-5727. 

Thank you again for your participation in the hearing. 



Chairman 


Enclosure 


*The Committee had not received a response to these questions at the time this hearing 
record was finalized and submitted for printing on November 17, 2015. 
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Mr. John ('‘Jack”) Riley 
September 16, 2015 
Page 2 

Questions for the record from Representative Mike Bishop (MI-08): 

1. Does DRA publish public materials that provide guidance to registrants and its field oBiccs 
on its inspection processes and compliance issues? How do you respond to OAO’s finding that 
there is a lack of consistency among DEA field offices and that existing pharmacy guidance may 
not be clear even to some DEA field office officials? 


2. Despite decades of DEA enforcement actions, it seems that the drug abuse problem continues 
unabated, whether the problem is heroin, cocaine, morphine, oxycodone, hydrocodone, etc. 
Don’t you think it is long past due to take a step back and bring together a wide variety of 
stakeholders to agree upon new solutions to combat drug abuse? 


3. GAO issued a report yesterday that found that DEA does not adequately communicate with 
its registrants. Don’t you think better communication with registrants would help with efforts to 
stop prescription drug abuse? Don’t you think inadequate communication leads to perceptions 
that all DEA cares about are the numbers of enforcement actions and not about real solutions to 
stop drug abuse? 


4. Can you explain DHA's efforts to educate physicians about the corresponding responsibility 
of pharmacists under the CSA? If f understand coaectly, the CSA requires a pharmacist, prior 
to dispensing any controlled substance, to determine if the prescription complies with all legal 
and regulatory requirements, and whether the prescription has been issued for a “legitimate 
medical purpose” “by a prcscriber acting in the usual course of his or hex practice. Simply put, 
this means that pharmacists are required to perform due diligence on each controlled substance 
prescription before dispen.sing the medication - this may mean calling back the physician to 
obtain or confirm certain information before the prescription can legally be dispensed. Yet, it 
seems that some physicians are unaware of this federal requirement - so written guidance and 
education seems appropriate. Would you agree with GAO’s findings tltat more agency education 
should be done? 


5. If questions arise during the DEA inspection process, is there a transparent and formal 
procedure to provide written agency feedback? 


6. 1 am hearing that DEA actions are causing great difficulties for legitimate patients that are not 
able to access the medications they need to manage chronic pain. According to DEA’s website, 
“the mission of DEA's Office of Diversion Control is to prevent, delect, and investigate the 
diversion of controlled pharmaceuticals and listed chemicals Irom legitimate sources while 
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Mr. John (“Jack”) Riley ' 

September 16, 2015 
Page 3 

ensuring an adequate and uninterrupted supply for legitimate medical, commercial, and scientific 
needs." How does DF.A ensure that its regulatory and enforcement actions arc not having the 
unintended consequences of causing harm to legitimate patients? Docs DEA meet with chronic 
pain patient groups and others to ensure that the agency understands the needs and concerns of 
patients? 
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